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iii.  
                                           ABSTRACT 
 
South Africa has a complex healthcare system.  The provision and financing of 
health care in South Africa occur within two fundamentally different systems: the 
public healthcare sector and non-governmental not-for-profit organisations, on the 
one hand, and the private healthcare system, on the other hand.  The socio-
economic status of an individual in South Africa is the primary determinant of the 
system through which he or she will receive access to healthcare.  The healthcare 
services provided by the public and private sectors are perceived to be unequal.  
The introduction of healthcare reforms by the South African government through 
the National Health Insurance (NHI) aims to address these disparities. 
 
The primary objective of this study was to contribute to the successful 
implementation of the proposed South African NHI by identifying critical success 
factors that would impact such implementation. 
 
A sample of managerial representatives of the following healthcare institutions in 
the Nelson Mandela Bay Municipality (NMBM) was drawn:  
 Large private hospitals groups 
 Eastern Cape Department of Health 
 Independent medical practitioners groups 
 South African Dental Association  
 Pharmacy Association of South Africa 
 Optometrist Association of South Africa 
 
A total of 250 questionnaires were distributed among these institutions and 
approximately 233 usable questionnaires were returned (response rate 93.2%).  
 
A literature review was conducted to identify the various viewpoints (critical success 
factors, as well as positive and negative perceptions) on NHIs in other countries, as     
 
                                                               
iv.  
well as the proposed one in South Africa. About 43 of such viewpoints were 
identified.  The 233 respondents were surveyed on these 43 viewpoints. 
 
The empirical results revealed the following three critical success factors for the 
successful implementation of the South African NHI: 
 
 The projected benefits for stakeholders, with specific reference to medical 
aid schemes; 
 the projected benefits to the private healthcare sector in servicing the public 
sector; and  
 strategic leadership. 
 
The empirical results also showed that the healthcare managers, who serve the 
poor versus the affluent geographical areas of the NMBM, differ with regard to their 
projected success of the NHI.  Finally, the study highlighted these health managers’ 
general perceptions about the envisaged benefits and shortcomings of the NHI. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
v.  
 
ABBREVIATIONS AND ACRONYMS  
 
The following abbreviations are used in this treatise: 
NHI           National Health Insurance 
PPP          Public-Private Partnership 
HPCSA     Health Professions Council of South Africa 
NDoH        National Department of Health 
WHO         World Health Organisation 
PHC          Primary healthcare 
AIDS         Acquired immune deficiency syndrome 
TB             Tuberculosis 
StatsSA    Statistics South Africa  
NHS          National Health System 
CPD          Continued Professional Development 
HRH          Human Resources for Health 
OECD       Organisation for Economic Co-operation and Development  
HRH SA    Human Resources for Health South Africa 
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                                               CHAPTER 1 
 
                                      SCOPE OF THE STUDY 
 
1.1 INTRODUCTION 
 
South Africa has long faced considerable health system equity challenges. The   
healthcare system of South Africa is an important issue, specifically concerning the 
role of various stakeholders in contributing towards effective National Health 
Insurance (NHI) objectives. The introduction of healthcare reforms by the South 
African government through the NHI aims to alleviate several disparities of 
healthcare provision encountered in the current healthcare system.  
 
The public sector extends coverage by providing healthcare service to 80% of the 
population while the remaining 20%, which consists of middle to high-income 
earners, is catered for by the private sector (Still, 2007). The National Department 
of Health provides affordable healthcare services predominantly to the poorer and 
currently uninsured communities, through public hospitals and basic primary health- 
care at district level. The private sector is a fundamental part of the South African 
healthcare sector, dominated by corporate entities. These corporate entities find 
themselves functioning in an environment to which the government has introduced 
projects piloting the NHI system to drive equitable healthcare distribution.  
 
It is against this backdrop that the implementation of the National Health Insurance 
(NHI) reforms in South Africa has been explored. The present study seeks to make 
a contribution to this debate by comparing success factors of NHIs in other 
countries with the South African National Health Insurance policy. It examines a 
central philosophy of universal healthcare systems: that universal coverage 
alleviates the inequities in getting access to and paying for healthcare. 
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It could therefore be argued that the National Health Insurance would transform the 
medical and business approach to healthcare in South Africa. 
 
1.2 BACKROUND OF THE STUDY AND PROBLEM STATEMENT 
1.2.1The South African healthcare system 
South Africa has a complex healthcare system. The provision and financing of 
healthcare in South Africa occurs within two fundamentally different systems: the 
public health sector and the private health system including some non-
governmental not-for-profit organisations. The socio-economic status of an 
individual in South Africa is the primary determinant of the system through which he 
or she will receive access to healthcare. 
According to Ruff, Mzimba, Hendrie and Broomberg (2011), South Africa is 
currently facing a divided health-care system, with stark and ever-more obvious 
distinctions between the public and private health sectors in terms of access and 
quality. They further emphasised that the glaring difference in performance 
between the public and the private health sectors mirrors the growing inequality 
evident in almost every aspect of South African life. McLeod (2008) agrees with this 
view that the South African health system has long been characterised by extreme 
inequalities in the allocation of financial and human resources, related to socio-
economic class. 
Coyne and Hilsenrath (2002) reason that South Africa has perhaps the most 
modern healthcare system in Africa with a well-developed infrastructure, consisting 
of modern hospitals and clinics and well-trained providers. Coovadia, Jewkes, 
Barron, Sanders and McIntyre (2009) argue that although South Africa is 
considered a middle-income country in terms of its economy, it has health 
outcomes that are worse than those in many lower income countries. 
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1.2.2 Healthcare expenditure 
The healthcare expenditure by the South African population comes from three main 
sources: public sector expenditures financed out of general revenue, private sector 
expenditures financed through medical schemes, and out of pocket payments. The 
National Department of Health of South Africa (2011a) states that this is consistent 
with expenditure trends as reported by the World Bank in 2004. 
With South Africa having a dual healthcare system, in excess of R255 billion was 
spent on healthcare in 2011/2012.This is equivalent to 8.7% of the Gross Domestic 
Product (GDP), of which about 4.2% (R122 billion) is distributed through the public 
sector, 4.3% through private financial intermediaries (R126 billion) and 0.2% 
through donors. The largest public stream is through provincial departments of 
health, which represents 3.8% of the GDP. The largest private healthcare 
expenditure is attributable to health insurance schemes (National Planning 
Commission of South Africa, 2011). 
Healthcare expenditure in the public sector covers 83.8% of the population, with 
private healthcare spending only covering 16.2% of the population (Ogunbanjo, 
2011). Shipley (2010) argues that the proportion of public sector healthcare 
expenditure does not purchase much medical care. Ogunbanjo (2011), in citing 
Coovadia et al. (2009), reinforced the view that the public sector is definitely under-
resourced relative to the size of the population it serves, and the quadruple burden 
of disease. Therefore, the NHI seeks to ensure that all South African citizens and 
legal residents benefit from healthcare financing on an equitable and sustainable 
basis (Council for Medical Schemes, 2011). 
 
McLeod (2008) states that South Africa’s level of spending remains relatively high 
by international standards; it exceeds that in the majority of countries of a similar 
level of economic development and is similar to that in some high income countries. 
She further mentioned that economists therefore argue that the most significant 
challenge in South African healthcare is not lack of resources, but rather the need  
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to utilize the existing resources more efficiently and equitably. 
 
1.2.3 The private healthcare system 
 
South Africa has a large, well-developed, resource intensive and highly specialised 
formal private health sector.This sector is primarily funded through contributions to 
medical schemes, which provided health insurance coverage to 8,3 million 
beneficiaries at the end of December 2010, out of a total population of 
approximately 49 million (Council for Medical Schemes, 2011). Approximately 79% 
of highly skilled health professionals are working in the private healthcare sector, 
serving only a minority of the population (McIntyre, 2010). Private health insurance 
plays an important role, especially in alleviating pressure on the public sector in 
countries where public health insurance is not sufficient. Econex (2011) explains 
that the exact impact that the introduction of NHI would have on the market for 
private voluntary health insurance is not certain and, given the importance of this, 
further research in this area is certainly required. 
 
Currently the most reliable source of healthcare financing for individuals is in the 
form of medical schemes and various hospital cash plans. However, over the years 
many medical schemes have experienced problems of sustainability. The Council 
for Medical Schemes (2011) declares in its Annual Report for the 2010-2011 
financial year that there were 100 registered medical schemes at the end of 2010, 
down from 110 at the end of 2009.With a total of 144 schemes in 2000, they further 
state that the consolidation trend is expected to continue. Consolidation is the result 
of amalgamations and liquidations, both voluntary and involuntary, due to the 
prevailing economic circumstances in the medical schemes industry. 
 
According to the National Department of Health of South Africa (2011a), the 
collapse in the number of medical schemes was mainly due to overpricing of health 
care. The Health Professions Council of South Africa (HPCSA) however, 
emphatically stated that it regarded it as ethical for private generalist and specialist  
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doctors to charge fees of up to 300% of the National Health Reference Price List 
(McIntyre, 2010). McIntyre further argue that private providers have adjusted their 
price structure dramatically since this HPCSA statement, but reimbursements from 
medical schemes are often not in alignment with the increased fees being charged. 
 
The National Department of Health of South Africa (2011a) specified that in a bid 
for the medical aids to sustain their financial viability, many would resort to 
increasing premiums. Alternatively the schemes would resort to decreasing 
members’ benefits, which has led to an increasing number of members exhausting 
their benefits mid-year or towards the end of the year. This has been worsened by 
non-health related exorbitant administrator's fees, oversupply of brokers, 
disproportionate to the membership, and managed care costs. As a result, 
increased deductions of medical scheme contributions from members’ salaries 
have resulted in wage inflation. The National Department of Health of South Africa 
(2011a) further argues it is evident that the above measures did not improve or 
have worsened the cost-escalation because at the centre of this problem is the 
uncontrolled commercialism of healthcare, described by the World Health 
Organisation. Therefore the new NHI has been proposed. 
 
1.2.4 The public healthcare system 
 
Approximately 85% of the population in South Africa is dependent on state hospital 
services (McIntyre, Goudge, Harris, Nxumalo, Nkosi, 2009). According to Coovadia 
et al. (2009), the public health system has been transformed into an integrated, 
comprehensive national service, but failures in leadership and stewardship and 
weak management have led to inadequate implementation of what are often good 
policies. Saloojee (2011) supports this view that the public health system performs 
poorly because of overly centralised decision making and fragmented service 
delivery. Pivotal facets of primary healthcare are not in place and there is a 
substantial human resources crisis facing the health sector. Saloojee (2011) 
categorically emphasises that while there is a strong curative approach 
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(hospital centrism), state hospitals and clinics are plagued by lack-lustre leadership, 
inadequate funding and poor financial management, a shortage of healthcare 
professionals, inefficient and poorly motivated staff, deteriorating infrastructure and 
equipment shortages. Excellent child health policies abound, but there has been 
less success in transforming these into measurable actions and outcomes. 
 
Literature indicates that public health professionals should focus on increasing the 
opportunity for overall healthy living rather than focusing on specific health 
disparities (Kon, 2010). The literature further argues that by creating opportunities 
for socioeconomic advancement such as improving neighbourhood safety and 
availability of jobs, and creating opportunities for educational advancement, an 
individual can permanently improve his/her health and obtain desirable healthcare. 
 
Ruff et al. (2011) argue that South Africa must build on the strengths of the current 
health system as they strategize for the eventual achievement of a more 
homogeneous healthcare system across the public and private sectors. They 
further suggest that income inequalities and a divided health system in South Africa 
are departure points for reform initiatives. It could be argued that these inequities 
are of concern because of the higher burden of diseases faced by individuals with 
lower incomes. 
 
1.2.5 National Health Insurance in other countries 
 
All countries in the world are facing challenges of addressing the policy of universal 
access to healthcare and the financial difficulties of improving the quality of health 
care, regulating the cost drivers, allocating resources efficiently and distributing 
health services equitably (Chien and Chen, 2008). To better understand the 
potential impact of specific changes that may occur in the South African healthcare 
system, and to examine the feasibility of NHI, the study has investigated National 
Health Insurance schemes in Canada, the United Kingdom, France and the United 
States. 
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These existing, largely publicly financed healthcare systems, with the exception of 
the United States, have implemented similar health insurance schemes as the 
proposal introduced by South Africa (Shah, 2011). 
 
The industrialised economies provide an interesting model since they face financial 
pressures similar to those seen in South Africa, but each nation has addressed 
those pressures in different ways. Each of these countries has established a model 
of universal coverage that conforms to its cultural and political norms. In discussing 
the different healthcare systems of modern, industrialised nations, one could argue 
that there are sufficient similarities among these health systems to make 
comparative analyses and case studies of individual systems worthwhile. 
Canada provides permanent universal coverage to all legal residents through a 
publicly funded health insurance plan administered independently by each 
province. This provincial health plan is the prototypical single payer system with no 
linkage to employment. The Canadian healthcare system is financed primarily 
through federal income and territorial taxes. The federal funds account for 
approximately a third of healthcare expenditure (Steinbrook, 2006).  
The hallmarks of Canada's government-funded universal healthcare system include 
the public provision of core physician and hospital services and the absence of co-
payments and other patient charges. Every individual in each province is covered 
by one insurance plan with restrictions of core services coverage by private 
insurance companies, allowing supplemental insurance only for perquisites such as 
private hospital rooms. Primary healthcare is predominantly provided by general 
practitioners in the private sector who characteristically work in small-group 
practices. These healthcare providers are remunerated on a fee-for-service basis 
and submit healthcare claims directly to the provincial or territorial insurance plan 
for reimbursement. 
The United Kingdom has considered a different path to the provision of universal 
healthcare. Access to healthcare is delivered through the National Health Service 
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(NHS), a system which was based on the philosophy of society fulfilling an 
obligation for maintaining universal, comprehensive, free healthcare for the entire 
population. The NHS is funded mainly through national tax financing with no link 
between employment and health insurance.  
 
Unlike in Canada, the British healthcare system does authorize coexisting private 
health insurers to provide insurance that covers comparable services. Healthcare 
providers are reimbursed either through capitation or as salaried employees of the 
NHS, with the opportunity of performing part-time private practice work outside of 
the NHS to supplement their incomes. According to DiPiero (2004), the NHS is 
usually portrayed as the classical centralized, command and control socialized 
system that cannot be driven by consumer-oriented demand beyond the budget. 
 
The mandatory French system has been established on the concept of solidarity 
with universal access to healthcare for every citizen. People are automatically 
enrolled in an insurance fund based on occupational status. The World Health 
Organization has rated the French healthcare system as the best in the world in 
2000 (Rodwin and Le Pen, 2004). The assessment criteria were grounded on 
measures of overall population health, health inequalities within the population, 
health system responsiveness within various sectors of the population and 
distribution of the financial burden.  
 
The French NHI model is dependent on a public-private mix that includes a 
significant proprietary hospital sector, private fee-for-service medical practice and 
enormous patient choice among a pluralistic organization of healthcare providers 
which includes extensive pharmaceutical benefits (DiPiero, 2004). The NHI funding 
derives from employer and employee payroll taxes, a general tax on all earnings 
and special taxes on tobacco, alcohol and pharmaceuticals. The French health 
system is diverse and delivers considerable autonomy to the patients allowing them 
to visit any provider without referral. The tightly restrained fee structure is based on 
a national remuneration schedule set by the NHI. DiPiero (2004) states that this  
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reimbursement strategy which allows for stringent cost control measures 
consequently reduces the average physician income to one-third of the level of 
U.S. physicians. The French system receives high satisfaction marks from the 
population and is among the world leaders in measures of population health status. 
 
The United States is the only industrialised economy that does not have universal 
healthcare coverage for all its citizens. Most aspects of healthcare delivery are 
through private managed care enterprise systems, although the federal and local 
governments strongly influence the manner in which healthcare is provided 
(Birnbaum, 2012). The current healthcare system is a competitive marketplace, 
being treated as a commodity that is available only to individuals who can afford to 
purchase it. This free market healthcare model is funded by a combination of 
private insurance and several national healthcare insurance programs. Unlike 
Canada and the United Kingdom there is a link between employment and health 
insurance in the United States. Medicare and Medicaid represent forms of national 
health insurance, although limited to a specific group of the populations. In each 
case, individuals use their insurance to purchase healthcare within a competitive 
healthcare system. The Medicare program provides generally for individuals from 
the age of 65 years of the population. These Medicare participants often purchase 
supplemental private health insurance to cover costs that Medicare does not pay.   
 
The present study argues that there is still a lot of uncertainty among health 
workers about the proposed NHI of South Africa. It is therefore important to 
compare the South African NHI with similar schemes in other countries, so that 
lessons could be learnt from such comparisons. The present study further suggests 
current perceptions about the South African NHI among health workers should be 
investigated as such perceptions could have a significant influence on the 
envisaged success of this scheme.  An evaluation of health insurance schemes in 
other countries, as well as the perceptions of South African health workers could 
render critical success factors that should be considered in the implementation of 
the NHI.  The present study therefore addresses these propositions. 
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1.3 OBJECTIVES OF THE RESEARCH 
 
1.3.1 Primary research objective 
 
The primary objective of this study is to contribute to the successful implementation 
of the proposed South African NHI by identifying critical success factors that would 
impact such implementation. 
 
1.3.2 Secondary research objectives 
In order to achieve the above-mentioned primary objective, the following research 
questions were formulated: 
i. What lessons could be learnt from NHIs in other countries? 
ii. What are the current perceptions among South African health workers about 
the NHI? 
iii. What are the critical success factors that should be considered in the 
implementation of the NHI? 
iv. Do public and private sector healthcare workers differ significantly with 
regard to perceptions of projected NHI success? 
v. Do gender groups differ significantly with regard to perceptions of projected 
the NHI success? 
vi. Do area (poor and affluent) groups differ significantly with regard to 
perceptions of projected NHI success? 
vii. Do age groups differ significantly with regard to perceptions of projected NHI 
success? 
viii. Do educational groups differ significantly with regard to perceptions of 
projected NHI success? 
ix. Do occupational groups differ significantly with regard to perceptions of 
projected NHI success? 
x. Do tenure groups differ significantly with regard to perceptions of projected 
NHI success? 
xi. Do job experience groups differ significantly with regard to perceptions of 
projected NHI success? 
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1.3.3 Research design objective 
 
To achieve the above-mentioned objectives, the following research design 
objectives were pursued: 
 A secondary literature review has  been conducted to determine the various  
          success factors and challenges impacting on the implementation of NHI in  
          South Africa. 
 A questionnaire was constructed based on the literature sources consulted 
above. 
 A mail survey of a convenience sample of managers of healthcare 
institutions, both in private and public sector was conducted. 
 The data were captured in Excel and the STATISTICA computer software 
program was used to analyse the data. 
 The empirical results were recorded and interpreted. 
 Conclusions were drawn and recommendations were made.  
 
1.4 METHODOLOGY OF THE STUDY 
 
It is the opinion of Collis and Hussey (2009) that a researcher frequently has to 
conduct research into problems or phenomena about which few established models 
or theories exist. The success or failure of NHI in South Africa is seen as relating to 
gaining new insights into such a phenomenon. In this scenario, according Collis 
and Hussey (2009), the researcher has to focus on gaining insight and familiarity 
with the subject area to generate new models or hypotheses by using exploratory 
studies. Such models or hypotheses can then be used for more rigorous 
investigation in subsequent research. For this reason a subsidiary objective would 
include determining priorities for future research and developing a new hypothesis 
on successful implementation of NHI which could form the basis for future 
research. Since the intention of the researcher was to perform such an exploratory 
comparative study concerning critical success factors for implementation of NHI in 
South Africa, the research design for this study was adapted for this purpose. 
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The quantitative information from questionnaires was required to support or contest 
information gathered from the literature. In this research there is a risk that 
documented information on the implementation of NHI in South Africa can be 
particularly prone to subjective positive bias. One would argue that this could occur 
because it is frequently in the best interest of all involved to present a positive 
picture even if the outcomes of NHI are actually not all that optimistic. 
 
It may well be a challenge to find a balanced opinion in the literature. A special 
effort has therefore been made to collect authoritative sources of information along 
with the more effortlessly available but conceivably more biased sources. The 
research was grounded on real practice and empirical research utilising experience 
and observation directed at determining how substantive the success of the NHI 
will be, and what can be done to increase the probability of effective 
implementation. It was critical to monitor any new developments of the 
implementation process of the NHI over the duration of this research project. 
 
1.4.1 The research paradigm 
 
Exploratory research and quantitative analysis methodology was carried out for this 
research, utilising structured questionnaires with executives from both the private 
and public healthcare sectors.  
 
1.4.2 The sample design 
 
The method of sampling used is non-probability purposive sampling (Chambers 
and Skinner, 2003). It was important for this study to consider a balanced sample of 
the healthcare population in order to avoid an unbiased subset of the population. 
For this reason, the population of relevance was made up of all the stakeholders 
within both the South African public healthcare sector and corporate entities within 
the private healthcare sector. Particular focus has been on the Nelson Mandela 
Metropolitan healthcare district as the primary research area. 
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A sample of 250 managerial representatives from the healthcare institutions listed 
below was drawn.  This sample is representatives of the following institutions, 
which are representative of the population: 
 Large private hospitals groups 
 Eastern Cape Department of Health 
 Independent medical practitioners groups 
 South African Dental Association  
 Pharmacy Association of South Africa 
 Optometrist Association of South Africa 
 
1.4.3 The measuring instrument 
 
Secondary literature, popular media reports and radio discussions on the proposed 
NHI were consulted to construct a list of statements on the NHI. These statements 
included the South African government’s envisaged objectives and outcomes with 
the NHI; perceived advantages and disadvantages of the NHI from healthcare 
representatives; and the general views of the South Africa public about the NHI. 
The statements were anchored to a Likert-type five-point scale ranging from (1) 
strongly disagree to (5) strongly agree. 
 
The questionnaire also captured the demographic data of the respondents.  These 
included age, gender, education, job title, whether the respondent was from the 
private or public sector, occupation tenure and professional experience. 
 
1.4.4 Ethical issues 
 
The following actions have been taken to ensure the study was conducted in an 
ethical manner.  Firstly, the Nelson Mandela Metropolitan University’s ethical 
clearance process as entailed in the FORM E document of the Faculty of Business 
and Economic Sciences was undertaken to assess whether  
i. confidentiality and anonymity of the respondents are guaranteed.  
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ii. the respondents are from a vulnerable category, such as school learners, 
higher-education students, medical patients and the mentally challenged. 
iii. special permission from an institution protecting the human rights of 
vulnerable groups must be sought. 
Secondly, a covering letter was attached to the questionnaire which explains the 
aims of the study and which addresses issues of consent.  The covering letter 
explained that  
i. the participation of the respondent is completely voluntary,  
ii. the respondent has the right to withdraw from the study at any time,  
iii. the respondent’s completion of the questionnaire indicates verbal consent  
iv. the confidentiality and anonymity of the respondent are guaranteed. 
 
1.5 DEFINITION OF CONCEPTS 
 
Accreditation of Health Services Providers – The process through which an 
entity undertakes to certify healthcare and health services providers according to 
appropriate specific criteria in order for them to be contracted and reimbursed for 
rendering services to a defined population. 
 
Capitation – A fixed payment remitted at regular intervals to an accredited 
healthcare provider by a managed care organisation for an enrolled patient, 
regardless of the number or nature of services provided. These payments are at a 
contractual rate and are usually adjusted for age, gender and illness. 
 
Contracting of Health Services Providers – The process through which an entity 
enters into formal and legally binding arrangements with appropriately licensed and 
accredited healthcare and health services providers for rendering services to a 
defined population. The contractual arrangements may stipulate the rates for 
reimbursement of providers, the penalties and sanctions that may be imposed if 
specific provisions of the contract/s are violated.  
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Fee-for-Service – A payment system where a service provider receives 
remuneration from a patient or through third party payment (medical aids) for every 
service, such as consultation, examination, tests and procedures, rendered.  
 
Healthcare System – The combination of organisations, institutions and individuals 
that are directly and indirectly involved in processes concerning the production, 
consumption, and distribution of healthcare services to the national population. 
These organisational arrangements constitute public, private (for profit, not-for-
profit) as well as non-government institutions.  
 
National Health Insurance – An approach to health system financing that is 
structured to ensure universal access to a defined, comprehensive package of 
health services for all citizens, irrespective of their social, economic and/or any 
other consideration that affects their status. 
 
Public private partnership – It is a lawful binding contract between government 
and businesses in the private sector for the provision of assets and the delivery of 
services that allocates responsibilities and business risks among the various 
partners. 
 
Social determinants of health – The conditions in which people are born, grow, 
live, work and age. These complex, integrated, and overlapping social structures 
and economic systems are shaped by the distribution of wealth, power and 
resources throughout local communities, nationally and globally. 
 
Social Solidarity – Developing social justice in the form of financial risk protection 
for the entire population through equitable and sustainable health financing 
mechanisms. This ensures sufficient cross-subsidisation between the rich and the 
poor, and those in good health and the sick. It is a system which allows for health 
costs of a person to be spread over his/her lifecycle by paying contributions when 
young and healthy, and being a beneficiary later in life in the event of illness. 
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Universal health care – A governmental system meant to ensure that every citizen 
or resident of a region has access to the required medical services.  
 
1.6 INTENDED CONTRIBUTION OF THE STUDY 
 
The healthcare system reform in South Africa is an appropriate topic of debate, 
considering the introduction of piloting of the NHI in certain districts. This study is 
important because the results could be used to influence and shape the 
development of the NHI Policy in the Ministry of Health and Social Services as well 
as in other sectors. The study could also facilitate the development of strategies 
that could be used for successful implementation of NHI in South Africa. The study 
will contribute to the healthcare management body of knowledge which will cover 
new ground in terms of the evaluation and management of public-private 
partnerships within the healthcare industry. 
 
1.7 STRUCTURE OF THE STUDY  
 
The treatise includes the following chapters: 
 
Chapter 1: An overview of the current state of the healthcare sector in South                     
                  Africa is presented, with the research objectives and scope of the study.                  
Chapter 2: Provides an overview of the nature, problems and challenges within the  
                  context of implementation of NHI in South Africa. 
Chapter3:  A literature review of Healthcare Reforms in other countries is presented                 
to determine the critical factors that can be replicated for   
                  successful National Health Insurance Reforms in South Africa.  
Chapter 4: The methodology of the study, the hypothesised relationships and    
                 analyses and interpretation of empirical results.   
Chapter 5: Interpretation of descriptive and inferential statistical results  
Chapter 6: Summary, conclusions and making specific recommendations for               
                  maximizing the effectiveness of implementation of NHI. 
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                                                     CHAPTER 2 
 
           A LITERATURE REVIEW ON THE NATIONAL HEALTH INSURANCE 
 
2.1 INTRODUCTION 
 
The National Planning Commission of South Africa (2011), in citing Wilkinson and 
Marmot (2003), mentioned that “Health policy was once thought to be about little 
more than providing and funding medical care – only academics discussed the 
social determinants of health. This is changing. While medical care can prolong 
survival and improve prognosis, the social and economic conditions that make 
people ill are critically important for the health of the population. Universal access to 
medical care is clearly one of the social determinants of health.”   
 
The literature review in this section begins with establishing the conceptual 
relevance and background of NHI. The South African context is explored by 
defining the approach required for effective implementation of NHI. The chapter will 
provide a brief overview of the main characteristics of the NHI scheme. The aim of 
this chapter is to understand in more detail what is currently known about the NHI. 
This will occur by providing an overview of the nature, problems and challenges 
within the context of implementation of NHI in South Africa. 
 
2.2 DEFINING NATIONAL HEALTH INSURANCE 
National health insurance is defined as an approach to health system financing that 
is structured to ensure universal access to a defined, comprehensive package of 
health services for all citizens, irrespective of their social, economic and/or any 
other consideration that affects their status (National Department of Health of South 
Africa, 2011a). The underlying principle of health insurance is the willingness to 
share health risks and the burden of health care. In National Health Insurance 
Schemes, duty-bearing individuals make a monetary contribution to the NHI Fund; 
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rights-holding individuals receive assistance in accordance with their healthcare 
needs (Ooms, Derderian and Melody, 2006). 
The NHI system’s primary objective is to facilitate with the provision of high quality 
and cost-effective delivery of essential healthcare for all sections of the population. 
National health insurance, also called statutory health insurance, is usually 
established by national legislation. National health insurance is a healthcare 
program administered by a government, rather than by private insurance 
companies. With the introduction of NHI the government is seeking to find a 
solution to the two-tier health system and how best to structure it to be both 
equitable and fair (Ncayiyana, 2008).  
 
2.3 ESTABLISHMENT OFTHE NHI SYSTEM 
 
The South African healthcare system is in need of dire reform. It could be argued 
that a National Health Insurance scheme would undoubtedly create a unitary, 
comprehensive, equitable and integrated national health system. Ataguba and 
McIntyre (2009) emphasise that the need to move a healthcare system where 
contribution is based on ability to pay and benefit is according to need for health 
care, is overdue. 
 
The South African government is in the process of implementing a National Health 
Insurance Scheme which claims to alleviate several inefficiencies which are 
experienced in the current healthcare system. On 11 August 2011, Dr Aaron 
Motsoaledi, the Minister of Health, launched the Green Paper on the National 
Health Insurance. The NHI is expected to be an innovative system of healthcare 
funding which will give all South Africans access to appropriate, efficient and quality 
health services and affordable, quality health care, regardless of socio-economic 
status (National Department of Health of South Africa, 2011a).  
 
The feasibility of a National Health Insurance scheme will depend largely on the 
improvement of the public healthcare services. According to the National 
 
Chapter 2: A Literature Review on the National Health Insurance                             Page 18   
Department of Health of South Africa (2012), as stated in the NHI Green Paper, the 
objectives of the NHI are:  
 Universal health insurance coverage for all legal residents 
 to provide improved access to quality health services for all South Africans, 
irrespective of their employment, and henceforth their ability to pay for such 
services 
 pooling of risks and funds so that equity and social solidarity will be achieved 
           through the creation of a single fund 
 procurement of services on behalf of the entire population and efficiently 
mobilizing and controlling key financial resources  
 strengthening of the under-resourced and strained public sector to improve 
health system performance. 
 
The South African government is considering a combination of mandatory and 
subsidized voluntary health insurance, in an effort to alleviate the pressure of 
service delivery in the public health sector (Alaba and Koch, 2009).The system 
allows a person the benefit of two to three visits to a preferred primary provider of 
choice. Preferred providers in the National Health Insurance system would primarily 
be in the public health sector (Shipley, 2010). Private providers will be accredited 
based on their practice profile, with the emphasis on service appropriateness to 
specific geographic needs and economies of scale. Advanced medical treatment 
would need authorization from the NHI. The NHI policy is supported by the World 
Health Organisation for low and middle income communities. 
 
Dr Motsoaledi indicated that NHI will be implemented gradually in three phases 
over a fourteen-year period, with the aim of ensuring universal access to quality 
healthcare on a more sustainable basis. According to the National Department of 
Health of South Africa (2012), it would therefore be appropriate to initiate the first 
phase of the implementation process of the NHI through piloting of selected health 
districts. 
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2.3.1 Piloting districts of National Health Insurance 
Piloting of NHI has commenced in April 2012 in ten selected districts. The selection 
of the 10 districts was based on the results of an audit of all public health facilities 
in South Africa, conducted by the Department of Health of South Africa. The 
piloting will include policy and legislative reform, strengthening of the health system 
and improving the service delivery platform of the public sector during the initial 
five-year period (National Department of Health of South Africa, 2012). The 
selection criteria have considered a combination of factors such as:  
 The district’s health profile with the focus on the burden of diseases 
 demographics 
 income levels and other social factors impacting on health 
 health delivery performance 
 management capacity of health district and 
 compliance with quality standards.  
2.3.1.1 Objectives for NHI Pilots: 
According to the National Department of Health of South Africa (2012), the 
objectives of the pilot are to 
i. focus on the most vulnerable sections of society across the nation 
ii. reduce the high incidence of maternal and child mortality through district-
based health interventions 
iii. reinforce the performance of the public health system in readiness for the full 
roll-out of NHI 
iv. strengthen the functioning of the under-resourced and strained district health 
system  
v. to assess whether the health service package, the PHC teams and a 
strengthened referral system will improve access to quality health services, 
particularly in the rural and previously disadvantaged areas of the country 
 
Chapter 2: A Literature Review on the National Health Insurance                            Page 20                      
vi. to assess the feasibility, acceptability, effectiveness and affordability of 
innovative ways of engaging private sector resources for public purpose 
vii. to examine the extent to which communities are protected from financial 
risks of accessing needed care by introducing a district mechanism of 
funding for health services 
To ensure that the above-mentioned objectives are achieved, activities in NHI 
piloting will give emphasis to  
 strengthening corporate governance structures and accountability 
mechanisms of the public health system  
 strategic purchasing of healthcare services to improve service delivery 
 seeking out public-private partnerships to increase expertise  
 promoting integrated working practices between general practitioners and 
specialist to improve the referral system of patient 
 improving public-private co-operation and developing reciprocal trust 
 improving administrative efficiency in order to ensure effective cost-
containment 
 improvement and re-engineering of public hospitals 
 Strong leadership development to eradicate corruption, inefficiency and 
mismanagement of funds under the NHI 
 
2.3.1.2 Selected Pilot Districts 
 
The following health districts which are depicted in Table 2.1 below have been 
selected for the pilot to ensure the smooth roll-out of the system as it becomes 
more established. The Table indicates that Kwa-Zulu Natal is piloting two districts 
as a consequence of the high population numbers and high disease burden. The 
total population is based on 2010 population estimates which were sourced from 
Statistics South Africa. 
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TABLE 2.1: DISTRICTS SELECTED FOR PILOTING OF NHI     
     
Province            District Total Population 
Eastern Cape OR Tambo 1,353,349 
Mpumalanga Gert Sibande    944,694 
Limpopo Vhembe 1,302,107 
Northern Cape Pixley ka Seme    192,157 
Kwa-Zulu Natal uMzinyathi    514,840 
Kwa-Zulu Natal uMgungundlovu 1,066,150 
Western Cape Eden    558,946 
North West Dr K Kaunda    807,752 
Free State Thabo Mofutsanyane    832,172 
Gauteng Tshwane 2,697,423 
Total Population          10,269,590 
 
Source: National Department of Health of South Africa (2012).  
 
According to the National Department of Health (2012), the pilot will create an 
opportunity for human resources planning and development with quality 
improvement. Innovative funding and service delivery models will be explored and 
tested for health condition improvements and equality in financing to establish the 
NHI fund. South Africa, however, is faced with numerous interrelated challenges for 
successful implementation of the NHI.  
 
2.4 THE CHALLENGES THAT SOUTH AFRICA IS FACING  
 
Healthcare requires strategic investments in infrastructure, human capital and 
technology, consequently fostering innovative thinking and addressing its 
challenges and risk assessments in a comprehensive manner. Furthermore, 
influencing several stakeholders and extending across government and the private 
sector, it should engage effectively with the general public, thus bringing valuable 
contributions to addressing healthcare matters.  Ruff et al. (2011) argue that there 
is an urgent need to re-engineer the manner in which health facilities are internally 
organized to achieve improved productivity and responsiveness. They further 
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stressed that funding is not the central problem of the South African public health 
system but rather the enormous inefficiencies in management and low productivity; 
and that separating the purchase from the supply side is a critical component of 
making significant efficiency gains.  
 
Good leadership, stewardship and management of health and related services are 
crucial to achieving health for all.  Coovadia et al. (2009) corroborate this viewpoint, 
stating that the public health system has been transformed into an integrated, 
comprehensive national service, but failures in leadership and stewardship and 
weak management have led to inadequate implementation of what are often 
considered as good policies. They further argue that essential facets of primary 
healthcare are not in place and that there is a substantial human resources crisis 
facing the health sector. The HIV epidemic has contributed to and accelerated 
these challenges. 
 
According to Schwab (2011), healthy employees are vital to the competitiveness 
and productivity of a nation. Workers who are ill cannot function to their potential 
and will be less productive. Poor health leads to significant costs to businesses, as 
sick workers are often absent or operate at lower levels of efficiency. Investment in 
the provision of health services is thus critical for clear economic, as well as moral, 
considerations.  
 
Schwab (2011) states in the Global Competitiveness Report 2011-2012 that South 
Africa is ranked 139 out of 142 countries for the fourth pillar of competitiveness, 
which is health and primary education. It could be argued that the impact of 
HIV/AIDS and related diseases causes an enormous challenge to the sustainability 
of NHI. Chronic shortages in human capital, advanced medical equipment and 
efficient access to medical care are just a few of the reasons why the South African  
healthcare system needs to be reformed. The establishment of Public-Private 
Partnerships in the healthcare industry could be a pertinent contributing factor to 
turn around this dire situation. 
 
Chapter 2: A Literature Review on the National Health Insurance                           Page 23                       
2.4.1 Public-Private Partnerships: 
 
2.4.1.1 What are Public-Private Partnerships (PPPs)? 
 
A public-private partnership is a lawful binding contract between government and 
businesses in the private sector for the provision of assets and the delivery of 
services that allocates responsibilities and business risks among the various 
partners. The delivering of these projects or services is traditionally provided by the 
public sector. Public Private Partnerships bring public and private sectors together 
in long-term partnership for mutual benefit. The main objective of PPPs is to ensure 
the delivery of well-maintained, cost-effective public infrastructure or services, by 
leveraging private sector expertise and transferring risk to the private sector 
(Unkovski and Pienaar, 2001). 
 
2.4.1.2 Public-Private Partnerships in the NHI system 
 
In the 2010 budget speech, the Minister of Finance, Pravin Gordhan stated that: “... 
alongside longer-term reforms to the financing of health care, a closer partnership 
between the public and private healthcare systems is a prerequisite for the 
introduction of an NHI system” (Department of the National Treasury of South 
Africa, 2010). 
Ensuring cooperation, improved working relations and trust between the public and 
private health sectors by expanding PPPs is imperative to build an effective NHI 
system. Gordhan categorically mentioned that the South African government would 
continue to broaden the use of public private partnerships in the health sector, in 
particular to improve the current hospital system. The Minister of Health, Dr Aaron 
Motsoaledi, emphasised the importance of all role players being involved in the 
policy making and development processes to ensure that they share in the 
Department’s vision and plans for the national health system (National Department 
of Health of South Africa, 2011b). 
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Minnie (2011), in citing Phasiwe (2005), mentioned that Trevor Manuel, the Minister 
of Finance, called in 2005 on the private sector to partner the government in 
funding infrastructure projects and fast-tracking the delivery of key services to the 
poor. Manuel indicated that the partnerships involve locking in long-term 
collaboration between parties to share the cost, rewards and risks of projects. 
Hongoro, a member of the Ministerial Advisory Committee on NHI, further enforced 
this view, stating that it is necessary that the referral system across different levels 
of healthcare and between the public and private sectors is adequately 
strengthened to ensure that continuity of care is realised. He further emphasised 
that other capacity aspects that need to be addressed are health infrastructure, 
strategic purchasing for engaging private sector resources, especially in 
underserved areas and improved management capacity at the national, provincial, 
health districts and facilities level (National Department of Health of South Africa, 
2011b). 
 
The discussion of PPPs in South African healthcare is important and timely in light 
of the challenges the public sector is facing in healthcare finance, management, 
and provision. It could be suggested that for the South African health department to 
explore this approach, turning to the private sector when appropriately structured 
and executed, can assist to address specific cost and investment challenges, 
deliver improvements in efficiency (e.g., improved service provision and 
management at reduced costs), and enhance service quality (e.g., increased 
expertise, more rapid and substantial investments in infrastructure and new medical 
technologies, a potential to attract and retain better performing staff). 
 
Nikolic and Maikisch (2006) however cautioned that leveraging partnerships and 
collaboration with the private sector to address the challenges a government faces 
in healthcare at present may be demanding. PPPs may be time-consuming to be 
established and brought to realisation and in numerous circumstances may not be 
the most effective or efficient option available. They further stated that careful 
evaluation of the conditions for success and sustainability is required on a case-by- 
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case basis so as to assess the costs and benefits and the likelihood of success of 
such an approach. 
 
2.4.1.3 Critical Success Factors for PPPs 
 
The Global Health Group (2009) considers the following critical success factors  
for PPPs: 
I. Political Will 
In a PPP, the government is engaged as a business partner, contract administrator, 
and informed procurer, while remaining accountable for leadership, regulation, and 
monitoring processes. The government therefore has a responsibility to commit in 
acquiring these capabilities. Political leadership must ensure that community 
participation plays a significant role in PPP. 
II. Commitment from the Private Sector 
The private sector should not be interested by profit incentives only, but 
commitment in serving both government and patients must be of foremost 
importance. 
III. Ensuring Trust between Sectors 
Effective collaborations between the public and private sectors can be acquired 
through open tender processes, third party facilitators, continuous open dialogue 
and increased transparency. 
IV. Long-Term Investment 
Strategic intellectual planning is important to develop successful sustainable PPPs.  
V. Independent Monitoring and Evaluation 
An independent organisation must be responsible for collecting and validating 
performance data, ensuring that all contractual commitments are realised, and 
regulating financial incentives and penalties. This organisation could also play a 
significant role in maintaining public confidence when new PPPs are established. 
Further accountability would be to ensure that appropriate learning and 
development corrections are considered as the partnership evolves. 
 
 
Chapter 2: A Literature Review on the National Health Insurance                           Page 26                       
2.4.2 Private sector perspectives on NHI 
 
The implementation of the National Health Insurance system will transform the 
medical and business approach to healthcare significantly. The strategic intent of 
the National Department of Health of South Africa is to improve the capacity of 
human resources in the public health sector through engagement and leveraging of 
healthcare providers in the private sector to deliver primary healthcare (The Human 
Resources for Health South Africa, 2012) .This suggests that government would 
regulate the reimbursement system from a fee-for-service to capitation payment.  
 
The challenge that government is confronted with is how the implementation of NHI 
will affect the sustainability of private independent healthcare practices in South 
Africa. According to McIntyre et al. (2009), there are concerns about the 
affordability of medical aid insurance and how the profit motives will affect the 
behaviour of health professionals in the private sector. It is therefore important for 
private healthcare providers to improve their management capacity to facilitate 
organisational changes in an adequately competitive market.  Moosa, Luiz and 
Carmichael (2012), in citing Schoen, Osborn, Huynh, Doty, Peugh, Zapert (2006), 
mention that because of the competitive and sophisticated healthcare sector, there 
is an international trend of general practitioners shifting from stand-alone small 
operations into group practices. Jabaar (2009), in citing Mills, Brugha, Hanson and 
McPake (2002), insisted that the dominance of private provision in low-income 
countries makes it pertinent to conduct more research into understanding and 
influencing its behaviour.  
 
It could be argued that service providers who will be contracted to the NHI would 
have more patients with less time at their disposal. With the regulation of medical 
aid schemes, out- of-pocket expenditure has increased in the effort to obtain quality 
healthcare in the private health sector. The current situation with practices 
contracted to the medical schemes has caused enormous paperwork burdens and 
cost on providers. With the implementation of the NHI, administrative cost will  
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undoubtedly increase to create efficiency in practice management. 
 
A challenge that the National Department of Health could be confronted with is 
whether the NHI will be able to satisfy the expectations of private healthcare 
providers. When healthcare providers understand the motivation for reforms of 
healthcare functions and the effect of these changes on private practices, it will 
indeed assist the leadership of South Africa to respond appropriately. The 
perception of private healthcare professionals on the acceptability and sustainability 
of the NHI would be vital in the operational strategies of the National Department of 
Health of South Africa. It could be argued that the exclusion of healthcare providers 
in the private sector from the formulation of NHI policies could have a detrimental 
effect on the healthcare profession. 
 
2.4.3 Leadership in healthcare 
 
Leadership is fundamental in sustaining the support for policy change in healthcare. 
Andrews and Pillay (2005) state that political leaders and managers in the 
healthcare sector must clearly establish and then promote a vision for policy 
change that will capture the imagination of front line healthcare workers. This would 
require greater empowerment of leaders at health district levels that will develop 
implementation programmes to drive the change agenda.  
 
Coovadia et al. (2009), however, categorically state that deficiencies in leadership, 
stewardship and management at all levels of the health system are leading 
constraints to the implementation of health policies. Agyepong and Adjei (2007) 
referring to healthcare reforms by Ghana in 2001, cautioned that the failure to 
identify at an early stage and deal effectively with political challenges could result in 
technical difficulties in implementing a national health policy. It is therefore 
imperative for leadership to acquire and make accessible a strategic, evidence-
informed scientific approach on how to deal with technical challenges to effectively 
transform a country’s health sector. 
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Harrison (2009) further argues that a mechanism for leadership development and 
public innovation in the health sector should be introduced. The backing of senior 
provincial management to participate at district level would be able to provide 
horizontal support to the district management team and health workers at facility 
level. Harrison (2009) further suggests that a commitment from senior manager- 
leaders to visit health facilities at least once a month to create a shared vision and 
provide a motivating working environment  could rebuild a sense of common 
purpose amongst  health workers.  
 
According to Coovadia et al. (2009), the role of the National Department of Health 
in providing direction that contributes to improving health outcomes in South Africa 
has usually been characterised by good policies. They further argue that these 
policies are without equivalent emphasis on the implementation, monitoring, and 
assessment processes which are evident in the inadequate quality of care 
delivered within the public sector. 
 
The Commission on Social Determinants of Health (2008) state that access to and 
utilization of healthcare is essential to good and equitable health. They further 
emphasised that leaders in healthcare have a vital stewardship role across all 
sectors of society to guarantee that policies and actions in other areas enhance 
health equity. Therefore, strong leadership could make a laudable contribution 
towards building a secure, competent and sustainable health workforce in South 
Africa. 
 
2.4.4 Human resource management 
 
The global competitiveness to attract human capital in the healthcare industry has 
developed into a pertinent issue worldwide. The shortage of the medical workforce 
has a considerable debilitating effect on society. Strategic management of the 
mobility of health professionals thus remains a concern of the National Department 
of Health of South Africa. Most of the pharmacists, general practitioners, specialists  
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and dental surgeons are leaving the public sector for private practice and foreign 
countries. The consequence is a dire shortage of healthcare professionals with 
skeleton services in public health.   
 
Table 2.2 below illustrates the magnitude of the losses and human resources 
distribution of South African health professionals overseas.  
 
Table 2.2: Distribution of South African health professionals overseas in 2003 
 
     Medical      
practitioners 
Nurses   Other health       
  professionals 
   TOTAL
Australia 1114 1085 1297 3496 
Canada 1345 330 685 2360 
New Zealand 555 423 618 1596 
United Kingdom 3625 5743(2012) 2923 2451 8999 
United States 2828 2083 2591 6956 
TOTAL 8921 6844 7642 23407 
 
Source: National Department of Health of South Africa (2006).  
 
According Farham (2005), medical practitioners are leaving the public sector 
because of horrendous working conditions, lack of opportunity to render services to 
patients adequately, and absolute frustration. O’Brien and Gostin (2009) enforce 
this view that some of the underlying causes of the health worker crisis are the lack 
of trained health workers, the lack of employment opportunities for health workers, 
the poor conditions which cause healthcare provider attrition, and the migration of 
capable and committed health workers from poor countries to richer countries. The 
Human Resources for Health South Africa (2012) indicated that in 2003 one third of 
doctors registered with HPCSA were pursuing careers outside of South Africa.  
  
The General Medical Council of the United Kingdom (2012) showed that 5743 of 
South African Medical practitioners are at present practising in the United Kingdom.  
This constitutes 2.3% of the total registered medical practitioners in the United 
Kingdom.   
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The loss of health professionals from South Africa is a serious challenge for 
successful implementation of NHI.  
 
According to the Health Professions Council of South Africa (2012), the register for 
2012 indicated that 38 236 medical practitioners, 5 560 dentists, 3 503 medical 
interns and 3 298 optometrists are currently registered to practise in South Africa. 
The 1 April 2011 HPCSA register revealed that 37 333 medical practitioners were 
registered with 12 238 of these as specialists. This is indicative that the current rate 
of health worker production is exacerbating the shortage which is experienced in 
the public sector. According to the South African Pharmacy Council (2012), 12773 
pharmacists, 13 specialist pharmacists, 612 interns and 2238 students are currently 
registered. There is one pharmacist for every 1000 beneficiaries in the private 
sector, and 17000 beneficiaries to one pharmacist in the public sector (Mini, 2011). 
 
The Health Professions Council of South Africa (2012) further revealed that 
approximately 50% of all medical practitioners currently registered at the HPCSA 
are actively practising GPs and specialists in South Africa. Hudson (2011) asserts 
that 25% of clinical posts in the public sector were abolished in favour of a 30% 
increase in administrative posts. It could be argued that this could potentially 
compound the critical problem of the extreme human resource deficit in public 
healthcare.  
 
The Human Resources for Health South Africa (2012) reveal that there is a 
maldistribution of health professionals between rural and urban areas .The rural 
districts are bearing the burden of this critical shortage of the health workforce. With 
43.6% of the population in South Africa living in the rural areas, only 12% of 
medical practitioners and 19% of nurses are providing health services to these 
communities. (Human Resources for Health South Africa, 2012). Pillay and Mahlati 
(2008) state that numerous healthcare providers are attracted to higher wage 
employment in the cities, preferring the better conditions in the private for-profit 
health medical centres and hospitals.  
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The Human Resources for Health South Africa (2012) further state that the deficit 
of health professionals experienced in rural communities is affected by financial 
assistance, historical deficiencies in infrastructure, no additional incentives for 
working in more hostile situations, fear for personal security, lack of opportunities 
for suitable education for children, lack of work opportunities for partners of 
healthcare professionals, poor social infrastructure and a lack of strategies to 
recognise and compensate for the above-mentioned negative factors. Pillay and 
Mahlati (2008) support the views of the Human Resources for Health South Africa, 
suggesting that poor working conditions, lack of equipment and drugs, the 
possibility of contracting serious infectious diseases and increased workloads are 
reasons to avoid working in particularly poorer communities. 
 
The World Health Organisation (WHO) suggests that 2.5 health professionals (only 
doctors, nurses and midwives) for each 1000 people are required to provide basic 
health intervention. This benchmark is in alignment with meeting the Millennium 
Development Goals for health established by the United Nations in 2000. O’Brien 
and Gostin (2009) in citing the WHO  outline that on average South Africa has 4.85 
medical practitioners and nurses to every 1 000 members of the population. 
 
Table 2.3 below illustrates comparative statistics on benchmarks for healthcare 
providers per 10 000 population of developing countries. 
 
TABLE 2.3 THE BENCHMARKS FOR HEALTHCARE PROVIDERS PER 10 000    
                   POPULATION FOR DEVELOPING COUNTRIES. 
 
 Colombia Brazil Chile Thailand Argentina Costa 
Rica 
South Africa
Doctors   19.43 17.31 15.71   8.72   31.96 20.42     5.43 
Nurses   5.85 65.59 10.45   33.21   4.87 22.19     36.1 
Pharmacy   0 5.81 3.72   2.92   5.08 5.34     2.26 
Oral Health   8.26 13.69 7.44   1.73   9.28 4.85     1.2 
 
Source: Human Resources for Health South Africa. (2012) 
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The above-mentioned indicators suggest that South Africa has a nurse-based 
healthcare system, which is similar to those of Brazil and Thailand. Colombia and 
Argentina have adopted a doctor-based healthcare strategy while Chile and Costa 
Rica have a more balanced doctor/nurse design. The WHO also revealed that 
South Africa has 0.9 medical and dental specialists per 10 000 people, which is not 
revealed in Table 2.3. With the benchmark rate of 1.5-2.0 medical and dental 
specialists per 10 000 individuals, South Africa has less than half the rate in Brazil 
and Mexico. It is evident that in relation to health professionals per 10,000 South 
Africa is performing poorly against other developing countries.  
 
It is evident that over the past decade health professionals have increasingly 
migrated, while the need for healthcare providers has increased. This explains an 
appeal from Doctor Clarence Mini of Africa Health Placements, that government 
should recognise that health professionals are working in a globally competitive 
environment (De V van Niekerk, 2010). Notwithstanding the fact that South Africa 
does not have the capacity to service a population of 50.5 million people, it is also 
noticeable that the burgeoning burden to control the persistence of absolutely 
preventable and treatable diseases creates an immense challenge for the National 
Department of Health. 
 
2.4.5 The impact of diseases 
 
The burden of disease of a nation refers to the assessment of morbidity, 
disabilities, mortality, injuries, and other risk factors that are specific to that country 
(Econex, 2009). In the context of massive global health expenditure, serious 
concerns exist about the strained public finances and lacklustre economic growth to 
subsidise the burden of diseases in South Africa. Schwab (2011) stated in the 
World Economic Forum Global Competitiveness Report 2011-2012 that a new 
approach is needed in finding solutions for endemic health problems, such as 
HIV/AIDS, tuberculosis and malaria. The report relative to public health below 
indicated that South Africa is ranked significantly low against other nations. 
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TABLE 2.4: WORLD ECONOMIC FORUM GLOBAL COMPETITIVENESS         
                    REPORT 2011-2012 FOR SOUTH AFRICA 
 
Indicator Numerical value Rank out of 142 
countries 
TB incidence / 100 000 people     971 / 100 000      141 
HIV prevalence, % adult population     17.8%      139 
Life expectancy, years     51.6      130 
Infant mortality / 1000 live births     43.1 / 1000      111 
 
Source: Schwab. (2011)  
 
According to the National Development Plan of the National Planning Commission 
(2011), the four major threats to health in South Africa are: 
 HIV/AIDS and TB 
 high maternal and infant mortality 
 non-communicable (lifestyle) diseases such as hypertension, diabetes, 
cardio vascular diseases and cancer 
 violence and trauma related injuries 
 
The above-mentioned diseases place enormous strain on the healthcare system 
and therefore adversely affect the life expectancy of South Africa. According to the 
Millennium Development Goal Report (2012), for South Africa the maternal 
mortality ratio is estimated at 300 per 100,000 live births in 2010, the infant 
mortality rate (0-1 year) at 34.6 per 1,000 live births in 2011 and children under five 
mortality rate is at 46.7 per 1,000 live births in 2011. The report reveals that the 
HIV/AIDS epidemic is one of the leading causes for the persistence of high infant 
mortality rates. It is estimated that 65% of children of one year old are vaccinated 
against measles. 
 
According to Statistics South Africa (2011), it was estimated that the overall HIV 
prevalence rate was 10, 6% .The data show that 16, 6% of the adult population 
(15–49 years old) was HIV positive. There were 5,38-million people living with HIV  
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in comparison with 4, 21-million in 2001.The percentage of HIV-infected pregnant 
women who received antiretroviral drugs to reduce the risk of mother-to-child 
transmission (lower bound) was 66% in 2009. The National Department of Health 
of South Africa (2012) revealed that the mother-to-child transmission rate 
decreased from 3.5% in 2010 to below 2% in 2012. New HIV infections for 2011 
among adults were estimated at 316 900. The rate of new infections declined from 
1.4% to 0.8% for those between 18 and 24 years old. An estimated 1,06-million 
adults and 105 123 children were receiving antiretroviral treatment in 2010.The 
data for 2010 show that the mid-point Tuberculosis prevalence rate per 100,000 
population was 795 with the tuberculosis death rate per year at 50 per 100,000 
population. Late detection, poor treatment management and drug-resistant forms of 
TB are some of the reasons for the significant increase in TB-related HIV, with 
about 5 500 cases diagnosed during 2009. 
  
According to the Organisation for Economic Co-operation and Development 
(OECD) Health Data (2012), the life expectancy at birth in all the OECD countries, 
including Canada, the United States, France, Germany and the United Kingdom, 
has increased on average from 74.3 years in 1990 to 79.8 years in 2010 .In 
contrast, the life expectancy in South Africa has extensively decreased from 61.5 
years in 1990 to 52.1 years in 2010. The infant mortality rate over the same period 
in South Africa, with a rate of 40.7 deaths per 1000 live births in 2010, has 
remained relatively constant. In all OECD countries the infant mortality rate has 
decreased from an average of 10.3 deaths per 1000 live births in 1990 to 4.3 
deaths in 2010.  
 
It could be argued that the National Department of Health will need to address 
neonatal health more effectively given the rapid progress of the child mortality rate. 
The Millennium Development Goal Report (2012) suggests that in conjunction with 
ensuring education, empowering women, removing social and financial barriers to 
obtain basic services, making critical services more accessible to the 
underprivileged and improving health system accountability, policy measures that 
could eradicate inequities are needed. 
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2.4.6 Healthcare infrastructure 
 
The public sector is confronted with shortages of essential medical equipment, 
certain hospitals functioning without electricity, piped water and telecommunication. 
The Presidency of the Republic of South Africa (2010) argues that the current 
public health infrastructure does not effectively augment healthcare service 
delivery. Henceforth, the National Treasury has reserved funding towards 
revitalisation of hospital facilities and optimising medical equipment to ensure that 
all South Africans have access to quality health services. This extensive capital 
expenditure is expected to transform the public health sector to meet the 
requirements of the NHI.  
 
The National Department of Health has established the Office of Health Standards 
Compliance to ensure that hospitals and clinics are conforming to the minimum 
health standards. According to the Presidency of the Republic of South Africa 
(2010), the compliance auditing  deals with the assessment of  infrastructure and 
roads, safety and security measures, waiting times at healthcare institutions, water 
and sanitation, the availability of essential drugs, adequate human resources and 
acceptable support services that are commensurate with quality healthcare. The 
National Health Department is however faced with the following challenges: 
  
i. appropriate leveraging of financial resources and accurate costs forecasting 
to prevent under-expenditure of the budget allocations. 
ii. enforcement of infrastructure maintenance to reduce asset degradation, thus 
ensuring sustainable and reliable healthcare services. 
iii. adequate technology planning  for equitable distribution of essential health 
technology  and 
iv. monitoring of infrastructure development, operations and maintenance to 
reduce infrastructure backlogs. 
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It could be argued that appropriate infrastructure would simplify the work flow 
process and drive efficiency. This could improve the ability of healthcare 
practitioners to deliver superior patient care, thus enabling better health outcomes. 
The lack of infrastructure in rural areas places greater demands on healthcare 
services, therefore presenting an enormous challenge to the proposed NHI 
success. The integration of data management in healthcare is critical in addressing 
the infrastructure constraints. Information technology in the healthcare industry 
could provide rapid and precise information to support decision-making at each 
level in the health district. One could then reason that proper infrastructure could 
have a positive influence on the health of a population. 
2.5 CONCLUSION  
This chapter provided a brief overview of some fundamental features of the South 
African NHI launched by the Minister of Health, Aaron Motsoaledi.  These include 
the challenges that South Africa is facing, the use of a combination of public and 
private healthcare providers to be responsible for free healthcare services at the 
point of delivery, and the role of leadership in the transformation of the healthcare 
system. It is evident that while many of the current suggestions for the South 
African NHI are grounded on social ideology, the actual implementation required to 
create a sustainable integrated primary healthcare system involves a number of 
complicating factors.  
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                                                    CHAPTER 3 
                                
                              INTERNATIONAL HEALTHCARE SYSTEMS 
 
 
3.1 INTRODUCTION 
 
All countries in the world are confronted with addressing the policy of universal 
access to health care and the financial challenges of enhancing the quality of 
healthcare, controlling the cost drivers, allocating resources efficiently and 
distributing health services equitably (Chien and Chen, 2008). However, access-to-
healthcare experiences along with the countries’ insurance coverage policies tend 
to vary across the different nationalities. 
 
Comparative studies have been part of health services research literature for 
decades. The benefits of these analyses include documenting how the more 
successful practices can be adapted in another country. Such has been the case in 
France, where many United States healthcare delivery practices have been 
adopted in market reforms (Coyne and Hilsenrath, 2002).By using a comparative 
approach to studying models of healthcare, the researcher hopes to learn from 
other countries, how their healthcare reforms have succeeded and failed, and how 
South Africa can base its healthcare policy on precedents that have been set on 
the international scene. 
 
To have a better understanding of the potential impact of specific changes that may 
occur in the South African healthcare system, and to examine the feasibility of NHI, 
the present study investigates National Health Insurance schemes in the United 
Kingdom, the United States, France and Canada. These existing, largely publicly 
financed healthcare systems, with the exception of the United States, have 
implemented similar health insurance schemes as the proposal introduced by 
South Africa (Shah, 2011). 
 
The industrialised economies provide an interesting model since they face financial  
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pressures similar to those seen in South Africa, but each nation has addressed 
those pressures in different ways.  Each of these countries has established a model 
of universal coverage that conforms to its cultural and political norms. In discussing 
the different health care systems of modern, industrialised nations, one could argue 
that there are sufficient similarities among these health systems to make 
comparative analyses and case studies of individual systems worthwhile. 
 
The focus of the study has been on the critical factors that can be replicated 
successfully and sets out the important lessons and challenges associated with the 
distribution of health services experienced in these countries. This study was useful 
to provide understanding of the practical implications involved and identifying 
methods that can be tested for possible implementation of National Health 
Insurance in South Africa. This will provide a platform to understand the 
implications of the NHI scheme and the resources required to achieve these goals. 
 
3.2 INTERNATIONAL HEALTHCARE SYSTEMS  
 
3.2.1 United Kingdom healthcare system 
 
The National Health Service (NHS) of the United Kingdom is one of the most 
socialized systems of universal healthcare. According to the Department of Health 
of the United Kingdom (2011), the NHS is the largest publicly funded health service 
in the world. It is grounded on three fundamental principles: 
 Meeting the needs of everyone through universal and comprehensive care. 
 free healthcare at the point of delivery for the entire population  
 Centred on clinical needs and not the ability to pay, with the exception of 
charges for selected prescriptions and optical and dental services.  
 
The government is the principal provider of healthcare to the population, although 
the private healthcare sector is progressing in importance. Private healthcare 
insurance has been stimulated primarily by the need to avoid extended NHS  
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waiting times before treatment is rendered by a healthcare provider. DiPiero (2004) 
categorically states that the NHS is usually portrayed as the classical centralized, 
command and control socialized system that cannot be driven by consumer-
oriented demand beyond the budget. 
 
The Department of Health of the United Kingdom (2011) revealed that the NHS in 
England provides healthcare to a population of 51 million and with employment of 
more than 1.3 million people, just under half of whom are clinically qualified. They 
further specify that on average, the NHS deals with one million patients every 36 
hours, with each of the 37,000 general practitioners (in more than 10,000 practices) 
consulting an average of 140 patients a week.  
  
The NHS is funded mainly through national tax financing with no link between 
employment and health insurance. This financing policy has little reliance on out-of-
pocket expenditure. According to Seeleib-Kaiser (2011), private healthcare 
expenditure is rather small in comparison with international standards, with 
approximately 11% of the United Kingdom population covered by private health 
insurance. Unlike in Canada, the British healthcare system does authorize 
coexisting private health insurers to provide insurance that covers comparable 
services. Healthcare providers are reimbursed either through capitation or as 
salaried employees of the NHS, with the opportunity of performing part-time private 
practice work outside of the NHS to supplement their incomes. Seeleib-Kaiser 
(2011) in citing Haynes (2010) further mentioned that healthcare expenditure in the 
United Kingdom was estimated at 8.7% of national revenue in 2008, less than the 
average for European Union countries. Most NHS funding is assigned by the 
Department of Health to Primary Care Trusts which purchase healthcare services 
from general practitioners, hospitals and other providers on behalf of their local 
population. 
   
Seeleib-Kaiser (2011) highlighted that the NHS is facing the challenge of major 
organisational reforms and an era of limited budget allocations. The NHS was  
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previously critiqued for offering a relatively low quality of healthcare, and for long 
waiting times for provision of treatment. The United Kingdom government has since 
2009 invested considerably more capital in the NHS in an effort to drastically 
improve the standards of healthcare, comparative to other European countries. The 
NHS has also engaged more frequently with the private sector, often outsourcing 
entire segments of healthcare to non-governmentally controlled entities. Seeleib-
Kaiser (2011) further cautioned that although the proposed organisational reforms 
might yield significant efficiency savings in the medium to long-term, it would seem 
to be a huge risk should the government decide to sanction them without revisions 
and against opposition from core stakeholders. It could be argued that since the 
NHS has to live within the constraints of tight budget allocations, it seems possible 
that waiting times will increase with a decline in provision of services, after years of 
decline due to large investments into healthcare.  
 
According to the Department of Health of the United Kingdom (2009), clinical 
performance and patient satisfaction had increased substantially, and waiting times 
had dropped significantly over the previous ten years. In particular, there has been 
significant progress in the health of the population, an improvement almost wholly 
shared by disadvantaged groups and regions, as measured by life expectancy and 
infant mortality. Cooper and McGuire (2010) however argued that the NHS still 
lagged behind other European countries on several quality indicators and in 
particular on cancer mortality. Irrespective of substantial capital investment in 
healthcare, a major issue is persistent health inequalities that exist, and in certain 
cases have even augmented at a time when overall health conditions among the 
population have improved (Department of Health of the United Kingdom, 2009). 
 
The Government has therefore embarked on fundamental reform of the NHS to 
address long-standing concerns with the operation and performance of the NHS in 
comparison with other international healthcare systems. These problems that the 
NHS are confronted with include the reasonably poor health outcomes for some 
conditions such as cancer; some deficiencies in the management of health  
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services, such as preventable hospital admissions and healthcare associated 
infections; and a lack of a patient-centred approach to healthcare service delivery. 
(Department of Health of the United Kingdom, 2011).  
 
Figure 3.1 below illustrates that, while access to and the experience of high-quality 
healthcare is necessary, the essential determinants of the health of an individual lie 
in the social conditions in which he/she is born, growing, living and working. The 
World Health Organization (2010) seem to concur with this view by describing that 
these conditions of ethnicity, gender equality, education, occupation, income, and 
place of residence are shaped by the distribution of money, power and resources at 
global, national and local levels, which in turn are influenced by policy choices.  
 
Figure 3.1: The main determinants of health 
 
 
 
 
 
Source: Barton and Grant (2006) adaptation of Dahlgren and Whitehead (1991). 
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The Department of Health of the United Kingdom (2007) explicitly indicated in the 
health inequalities infant mortality review, that a strong  link exists between the 
above-mentioned social determinants and health inequalities .They further revealed 
that reducing child poverty, improving housing and reducing overcrowding had a 
direct impact on the infant mortality aspect of the health inequalities target.
  
 
The Department of Health in the United Kingdom (2009) specified that progress 
against the social determinants of health will be critical to a long-term, sustainable 
decline in health inequalities. They further underscored that a strategy should be 
developed that will require a continuous, systematic approach with a rigorous 
emphasis on reducing health inequalities across all areas of government (at local, 
regional and national levels) and in partnership with both other service providers 
and with local communities. 
 
It could be argued that confronting health inequalities is a complex and constant 
challenge, requiring extensive action addressing all matters which influence health, 
particularly during early childhood. It is for this reason that the department of health 
has emphasised the need for high priority to be given to supporting families, 
mothers and children, engaging communities and individuals in order to achieve 
world-class healthcare outcomes. A strategy of preventing illness and providing 
effective treatment and care is implemented to address the underlying social 
determinants of health. This is achieved through national programmes by means of 
tobacco policies, improvements in primary care and tackling coronary heart disease 
and cancer.   
 
Bateman (2011) alluded to Dr Mark Britnell, Director-General of Health in the 
United Kingdom from 2007 to 2009; and recommended that an intensely pragmatic 
approach to NHI is vital to the success of the South African healthcare. He further 
accentuates that the NHS in Britain was the catalyst for the world’s largest building 
programme between 2000 and 2011, developing 100 new hospitals, mostly through 
innovative long-term contracts that remunerated participating private hospital 
groups with generous patient tariffs, initially 20% higher than usual. 
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Britnell concluded that the pragmatic approach to the reform should not be 
determined by political ideology, but one that rather favours patient choice with the 
department of health committed to an incentive-based relationship with the private 
sector. 
 
According to the Department of Health in the United Kingdom (2010), the NHS has 
an increasingly strong focus on evidence-based medicine, supported by 
internationally respected clinical researchers with funding from the National Institute 
for Health Research, and the National Institute for Health and Clinical Excellence. 
South Africa’s Deputy Director-General of Public Finance in the National Treasury, 
Andrew Donaldson, supports this view, underscoring that much of the success of 
the Britain’s NHS financing arrangements hinge on the equilibrium between private 
and public support for investment (Bateman, 2011).  
 
3.2.2 United States healthcare system  
 
The American healthcare system is considered one of the most expensive systems 
where per capita healthcare costs are the highest in the world and continue to 
escalate (Hoffman and Paradise 2008). According to Marmor, Oberlander and 
White (2009), the United States has excessive administrative costs that are 
substantially higher than those of other rich democracies. Marmor et al. (2009), 
further argue that all other rich democracies concentrate their purchasing power to 
counter the medical industry’s efforts to increase costs. In Germany, for example, 
the government regulates the level of social insurance contributions to private 
health insurers, thus improving cost containment and limiting the budget for all 
sickness funds. Through this strategy the German government has developed a 
model of non-profit making hospitals. 
  
According to Birnbaum (2012) most aspects of health care delivery are through 
privately managed care enterprise systems, although the federal and local 
governments strongly influence the manner in which healthcare is provided. The  
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current healthcare system is considered a competitive marketplace, which is 
measured as a commodity and only accessible to individuals who can afford to 
purchase it. This free market healthcare model is financed through a mixture of 
private insurance and several national healthcare insurance programs, such as 
Medicare and Medicaid. Rodríguez (2006) argue that although the United States 
healthcare system in terms of quality is considered the best in the world, because 
of technological advances and the availability of expensive equipment, a large 
percentage of the population is still without healthcare coverage. In contrast to 
Canada and the United Kingdom there is a linkage between employment and 
health insurance in the United States. Medicare and Medicaid represent forms of 
national health insurance, although limited to a specific group of the populations. In 
each case, individuals use their insurance to purchase healthcare within a 
competitive healthcare system.  
 
The United States is the only developed nation that does not have universal 
healthcare coverage for all its citizens. However, the United States government is 
in the process of healthcare reforms which will become fully operational in 2014 
guided by the Patient Protection and Affordable Care Act of 2010 (Jost, 2010).The 
Patient Protection and Affordable Care Act of 2010 represents the most significant 
transformation of the American healthcare system since Medicare and Medicaid 
(Manchikanti, Caraway, Parr, Fellows, and Hirsch, 2011).Pertinent elements of this 
legislation include:  
i. A mandate for individuals and employers to offer approved level of health 
insurance coverage to every legal citizen, according to legislation. Violation 
of this Act would result in direct tax penalties. 
ii. A system of federal subsidies to completely or partially fund the mandatory 
health insurance for approximately 34 million Americans who are currently 
uninsured. These subsidies will occur through the expansion of Medicaid. 
iii. Extensive new requirements on the health insurance industry with  
regulations for insurance companies to cover every individual  and minimum 
standards for health plans   
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iv. Numerous regulations on the practice of medicine 
 
Manchikanti et al. (2011) further state that the funding for the health reform will be 
primarily through: 
 Direct tax penalties if citizens have no healthcare plan either through 
subsidising from an employer or direct purchasing. 
 Indirect penalties for individual plans with new taxes on high-end health 
plans. 
 Indirect expenses for job-based plans with lower coverage levels and/or 
diverted wages, capped flexible spending accounts and health spending 
accounts, and indirect expenses for all with increased costs for medicines 
and medical devices in order to cover new fees. 
 
Manchikanti et al. (2011), in citing Laszewski (2010), cautioned that although 
health- care reform would expand healthcare to an additional 34 million people and 
guarantee coverage to everyone, it is deficient in controlling cost. It could be 
argued that the concentrated private hospital and specialists' market power coupled 
with a fee-for-service reimbursement system promotes over-treatment of patients 
and consequently high cost, curative care. They further argue that healthcare 
reform would create extreme regulatory burdens on providers, threatening financial 
sustainability through potential tax increases, and enhanced control for insurance 
companies.  
Williams, McClellan and Rivlin (2010) support Barton and Grant (2006), as 
illustrated in Figure 3.1 above, that although improved access to healthcare is 
essential, health and longevity are also profoundly influenced by where and how 
Americans live, learn, work, and play. They further emphasise that these 
recommendations on social determinants of the health need action at all levels of 
society, to promote development and health in childhood, good nutrition, and 
communities conducive to good health. The Millennium Development Goal Report 
(2012) suggests an equity-focused approach by eradicating unnecessary child 
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deaths and occurrences of undernutrition and by expanding key primary health and 
nutrition intervention programmes would bring significantly value-added returns on 
investment. The United Nations has identified eight indicators as a framework to 
measure the progress of health outcomes in the world. The following are the 
Millennium Development Goals which are directly related to health: 
i. eradicate extreme poverty and hunger  
ii. achieve universal primary education  
iii. promote gender equality and empower woman  
iv. reduce child mortality  
v. improve maternal health  
vi. combat HIV/AIDS, malaria and other diseases  
vii. ensure environmental sustainability  
viii. develop a global partnership for development.  
The American Medical Association initially opposed healthcare reforms because of 
the threat to practitioners’ incomes, and professional and entrepreneurial 
autonomy. Healthcare reforms in the United States of America have resulted in the 
merging of large medical hospitals. These organizations are buying up private 
medical practices to increase their profit. Many practitioners are accepting these 
offers based on the assurance of a salary and incentives, rather than to fight for a 
share in a competitive market. The numbers of practices which refuse to be part of 
these large administrative systems are falling significantly. Those who prefer to 
practise on their own are threatened to cover their cost under the new legislation 
with low profit margins.  
 
According to Clark (2011), the Affordable Care Act will provide care for millions of 
previously uninsured Americans, but there will be negative effects for independent 
private healthcare providers as many will have to sell their practices. He further 
argues that the patients of these practices will have to seek care at larger hospital 
organisations, affecting inter-personal relationships. 
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In the United States the estimated private administration cost is 27% of the annual 
private practitioners’ revenue. Insurance and billing related cost is approximately 
40% of the private business annual revenue (Luna, Thurman, Wolfe, Yagoda, 
Reed, and Figg, 2009). Private haematology-oncology practices have experienced 
increased financial pressure, as a result of restricted billing policies by private 
medical insurance companies. The medical aid schemes are increasingly rejecting 
claims because of procedure exclusions. 
 
3.2.3 The French Health Care System 
 
The mandatory French healthcare system has been established on the concept of 
solidarity with universal access to healthcare for every citizen. The French NHI 
model is dependent on a public-private mix that includes a significant proprietary 
hospital sector and ambulatory care, private fee-for-service medical practice, and 
enormous patient choice among a pluralistic organization of healthcare providers 
which includes extensive pharmaceutical benefits (DiPiero, 2004). All residents are 
automatically enrolled with an insurance fund based on their occupational status. 
The assessment criteria are grounded on measures of overall health of population, 
health inequalities and social disparities, the dispersion of the financial burden and 
responsiveness to the health system within various sectors of the population. The 
population has considered the French health system as highly satisfactory and is 
among the world leaders in measures of population health status. The World Health 
Organization rated the French healthcare system as the best in the world in 2000 
(Rodwin and Le Pen, 2004). 
 
The NHI funding derives from employer and employee payroll taxes, a general tax 
on all earnings and special taxes on tobacco, alcohol and pharmaceuticals. The 
NHI forms an integral part of the social security system of France. The health 
insurance is run by three main NHI funds: those for salaried workers, for farmers 
and agricultural workers, and for the independent professions. In addition, there are 
eleven smaller funds for workers in specific occupations.  
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Although the NHI consists of different plans for the various occupational groups, all 
are functioning within a common legislative framework. Health insurance funds are 
not permitted to compete by lowering health insurance premiums or attempting to 
micromanage healthcare. According to Rodwin (2006), 90% of the population 
however subscribes to supplementary health insurance to cover other benefits not 
covered under NHI. He further emphasises that the NHI accounts for 76% of 
healthcare expenditures and supplemental private insurance and out-of-pocket 
expenses cover 12% and 11% respectively. For ambulatory care, all health 
insurance plans operate on the model of reimbursement for services rendered. The 
remittance for inpatient hospital services are budgetary allocations in conjunction 
with per diem reimbursements. Furthermore, the NHI coverage increases as 
individual costs rise, there are no deductibles, and pharmaceutical benefits are 
extensive. The French system is diverse and delivers considerable autonomy to the 
patient allowing them to visit any provider without referral. Another distinguishing 
feature of the French health system is its proprietary hospital sector, the largest in 
Europe, which is accessible to all insured patients. There are no gatekeepers 
regulating access to specialists and hospitals. 
 
The French government has pursued cost control policies without reforming the 
overall management and organization of the health system. The tightly restrained 
fee structure is based on a national remuneration schedule set by the NHI. DiPiero 
(2004) states that this reimbursement strategy which allows for stringent cost 
control measures consequently reduces the average physician income to one-third 
of the level of doctors in the United States. This strategy has exacerbated tensions 
among the government, the NHI system, and healthcare professionals who are 
dominated by physicians. It stands to reason that the French healthcare system 
remains an important model for the other countries considering healthcare reforms. 
De Kervasdoué (1999 cited by Rodwin 2006) however argues that excessive 
centralization of decision-making and chronic deficits incurred by the NHI require 
significant reform. The French government has ensured sustainable universal 
coverage through incremental reform restricting the perceptions of healthcare 
rationing and supporting autonomy of patients. 
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3.2.4 Canada healthcare system 
 
Canada provides permanent universal coverage to all legal residents through a 
publicly funded health insurance plan administered independently by each province 
(DiPiero, 2004). The decentralized NHI healthcare system is directed by the 
provisions of the Canada Health Act which was adopted in 1984, stipulating the 
regulatory principles of the provincial and territorial health insurance programs.  It is 
notable that the hallmark of the compulsory NHI program is the comprehensive 
coverage of the population. This comprehensive health insurance system provides 
healthcare that is generally free at the point of delivery.  
 
The government assures quality cost-effective care through the Medicare systems, 
with the emphasis on affordability and administrative simplicity. Chen and Feldman 
(2000) however argue that a fundamental weakness of the system is a lack of 
incentives for hospitals, healthcare providers and patients with regard to economic 
efficiency of healthcare resources. They further argue that patients who pursue 
basic care would exploit the emergency medical resources at a hospital rather than 
directly attending primary community health clinics. It could be argued that the 
dependency on central control of healthcare funding could exacerbate this 
behaviour pattern among patients. Furthermore, a patient’s perception of long 
waiting time for treatment is considered a regulator of demand, instead of selecting 
cost-effective healthcare.  
 
The Canadian healthcare system is financed primarily through federal income and 
territorial taxes. This provincial health plan is the prototypical single payer system 
with no linkage to employment (DiPiero, 2004). According to Himmelstein and 
Woolhandler (2003), the key factor to administrative simplicity in Canada is single 
source payment through a public insurer. The federal funds account for 
approximately a third of healthcare expenditure (Steinbrook, 2006). Every individual 
in each province is covered by one insurance plan with restrictions of core services 
coverage by private insurance companies, allowing supplementary  
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insurance only for perquisites such as private hospital rooms. Table 3.1 below 
highlights pertinent features of single-payer NHI. 
 
TABLE 3.1 KEY FEATURES OF SINGLE-PAYER NATIONAL HEALTH  
                   INSURANCE 
 
Key Features of Single-Payer National Health Insurance 
Universal, comprehensive coverage: Only such coverage ensures access, avoids a “2-class” 
system, and minimizes administrative expense 
No out-of-pocket payments: Co-payments and deductibles are barriers to access, 
administratively unwieldy, and unnecessary for cost containment 
A single insurance plan in each region, administered by a public or quasi-public agency: A 
fragmentary payment system that entrusts private firms with administration ensures the 
waste of billions of dollars on useless paper pushing and profits. Private insurance 
duplicating public coverage fosters 2-class care and drives up costs; such duplication should 
be prohibited 
 
Global operating budgets for hospitals, nursing homes, HMOs, and other providers, with 
separate allocation of capital funds: Billing on a per-patient basis creates unnecessary 
administrative complexity and expense. Allowing diversion of operating funds for capital 
investments or profits undermines health planning and intensifies incentives for unnecessary 
care (under fee for service) or under treatment (in HMOs) 
 
Free choice of providers: Patients should be free to seek care from any licensed health care 
provider, without financial incentives or penalties 
Public accountability, not corporate dictates: The public has an absolute right to 
democratically set overall health policies and priorities, but medical decisions must be made 
by patients and providers rather than dictated from afar. Market mechanisms principally 
empower employers and insurance bureaucrats pursuing narrow financial interests 
Ban on for-profit health care providers: Profit seeking inevitably distorts care and diverts 
resources from patients to investors 
Protection of the rights of health care and insurance workers: A single-payer reform would 
eliminate the jobs of hundreds of thousands of people who currently perform billing, 
advertising, eligibility determination, and other superfluous tasks. These workers must be 
guaranteed retraining and placement in meaningful jobs 
 
  
Source: Himmelstein and Woolhandler (2003).  
 
A distinctive factor of the Canadian universal healthcare system funded by the 
government includes the public provision of core physician and hospital services 
and the absence of out-of-pocket payments on medical bills. The NHI program 
imposes no limit on the level of medical benefits an individual can receive during 
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their lifetime (Chen and Feldman, 2000). Competitive practices are restricted to 
maximize healthcare expenditure which is directed towards optimising primary 
healthcare. Primary healthcare is predominantly provided by general practitioners 
in the private sector who usually render services in small-group practices. These 
healthcare providers are reimbursed on a fee-for-service basis and submit health 
care claims directly to the provincial or territorial insurance plan for remuneration. 
In summary, to answer the secondary research question one (see section 1.3.2), 
the lessons learnt from the NHIs of other countries include the following 
All the health systems explored in this study generate healthcare funding through 
general tax collections. The NHS of the United Kingdom is funded mainly through 
national tax financing with no link between employment and health insurance. The 
French NHI funding derives from employer and employee payroll taxes, a general 
tax on all earnings and special taxes on tobacco, alcohol and pharmaceuticals. The 
Canadian healthcare system is financed primarily through federal income and 
territorial taxes. With the exception of the United States, all these financing policies 
have little reliance on out-of-pocket expenditure.  
 
Cost containment is considered fundamental to provide permanent universal 
healthcare coverage. The United States has excessive administrative costs that are 
substantially higher than those of other rich democracies. The US free market 
healthcare model is financed through a mixture of private insurance and several 
national healthcare insurance programs. In contrast to Canada and the United 
Kingdom there is a linkage between employment and health insurance in the 
United States. The decentralized publicly funded Canadian health insurance plan is 
administered independently by each province with the emphasis on affordability 
and administrative simplicity. The key factor to the administrative simplicity of this 
provincial health plan is the prototypical single payer system with no linkage to 
employment. Competitive practices are restricted to maximize healthcare 
expenditure which is directed towards optimising primary healthcare. Unlike in                            
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Canada, the British healthcare system instead does authorize coexisting private 
health insurers to provide insurance that covers comparable services. Healthcare 
providers are reimbursed either through capitation or as salaried employees of the 
British NHS, with the opportunity of performing part-time private practice work 
outside of the NHS to supplement their incomes.  
 
Quality delivery healthcare is essential to the success of any statutory healthcare 
system. In the United States healthcare is delivered through private managed care 
enterprise systems, although the federal and local governments strongly influence 
the manner in which healthcare is provided. In the United Kingdom private health 
care insurance has been stimulated primarily by the need to avoid extended NHS 
waiting times before treatment is rendered by a healthcare provider. The French 
NHI model is dependent on a public-private mix that includes a significant 
proprietary hospital sector and ambulatory care, private fee-for-service medical 
practice, and enormous patient choice among a pluralistic organization of health 
care providers which includes extensive pharmaceutical benefits. A distinguishing 
feature of the French health system is its proprietary hospital sector, the largest in 
Europe, which is accessible to all insured patients. There are no gatekeepers 
regulating access to specialists and hospitals. 
 
3.3 CONCLUSION 
The literature search was specifically based on using a comparative approach to 
studying models of healthcare that the researcher derived from other countries and 
how their healthcare reforms have succeeded and failed. The purpose was a 
deliberate attempt to illustrate the practicalities of how South Africa can base its 
healthcare policy and strategies on precedents that have been set on the 
international scene. 
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                                              CHAPTER 4  
 
           THE METHODOLOGY OF THE STUDY AND EMPIRICAL RESULTS 
 
4.1 INTRODUCTION  
 
Chapter Four commences with a discussion of the research methodology that was 
used in the treatise. Leedy and Ormrod (2005) define research as a systematic 
process of collecting, analysing and interpreting information (data) to increase an 
individual’s understanding of the phenomenon in which the researcher is interested.  
This chapter, among others, therefore reports of the sample, data collection 
procedure, measuring instruments and data analyses used in this study.  The 
chapter also reports on the empirical results that emanated from the latter 
analyses. 
 
4.2 RESEARCH APPROACH 
 
Collis and Hussey (2003) identify three different types of research approaches, 
namely exploratory, descriptive and analytical research.  Exploratory research is an 
investigation a research problem or issue where there are limited or no earlier 
studies to which information can be referred about the issue or problem. 
Hypotheses tend to be developed as a consequence of such investigation, rather 
than the research being guided by hypotheses. Descriptive research describes a 
phenomenon as it exists. It is used to identify and obtain information on the 
characteristics of a particular problem or issue. Analytical research goes beyond 
merely describing the characteristics by analysing and explaining why or how 
certain things are happening. Its objective therefore is to have a deeper 
understanding of phenomena by discovering and measuring causal relations 
among them. According to Mouton and Marais (1990), the purpose of exploratory 
studies is:  
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- To acquire new insights into phenomena; 
- To embark on a pilot study prior to a more structured investigation of the 
phenomenon; 
- To explicate the central concepts and constructs; 
- To determine priorities for future research; 
- To develop new hypotheses about an existing phenomenon. 
 
Exploratory studies investigate research problems or phenomena about which few 
established models or theories exist (Collis and Hussey, 2009).  The introduction of 
the National Health Insurance (NHI) in South Africa is such a phenomenon. In this 
scenario, according to Collis and Hussey (2009), the researcher has to focus on 
gaining insight and familiarity with the subject area to generate new models or 
hypotheses by using exploratory studies. Such models or hypotheses can then be 
used for more rigorous investigation in subsequent research. Exploratory studies 
therefore often reveal theories and hypotheses for future research.  The present 
study is therefore an exploratory one. 
 
The present study is also a descriptive one, as it tries to describe a phenomenon 
(the proposed NHI) as it is perceived by its stakeholders. The study tries to identify 
and obtain information on the characteristics of the NHI. 
 
Finally, the study is also analytical, as it tries to analyse the relationship between 
perceptions about the NHI, on the one hand, and its projected success, on the 
other hand.  This is done based on statistical testing of hypotheses. 
 
4.3 RESEARCH PARADIGM 
 
Collis and Hussey (2003:47) state that there are two main paradigms found in 
research, namely: the positivist (quantitative) and the phenomenological 
(qualitative).The research paradigm is a philosophical framework that guides how  
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scientific research should be conducted (Collis and Hussey, 2009). 
 
4.3.1 The phenomenological research paradigm 
 
Leedy and Ormrod (2005) describe qualitative research as typically used to answer 
questions about the complex nature of phenomena, often with the purpose of 
describing and understanding the phenomena from the participants’ viewpoint. The 
phenomenological research paradigm therefore accentuates the importance of 
individual perception and interpretation. According to Blanche, Durrheim and 
Painter (2006), when investigating a phenomenon as it unfolds in the real world 
situation, an inductive, qualitative approach is required. 
 
The qualitative approach is also referred to as the interpretative, constructivist, or 
post-positivist approach. This research approach stresses the subjective aspect of 
human activity by focusing on the meaning rather the measurement of a social 
phenomenon (Collis and Hussey, 2003). According to Groenewald (2004), with 
qualitative research, the essence of real life experiences of a phenomenon is 
described by participants, developing an understanding of people’s motivation, 
actions and assumptions. Creswell (2009) states that it is understanding the lived 
experiences which mark phenomenology both as a philosophy and methodology. 
 
The phenomenological research paradigm requires the researcher to collect data 
which is sensitive to context and explore the nature of variables without dealing 
with figures. The intention of the researcher is to generate or present a theory, 
using the assumptions inferred from the research findings. According to Cooper 
and Schindler (2011:183), qualitative methodology used in decision making is 
concerned with disciplines such as psychology, anthropology, economics, 
communication, sociology and semiotics. The relevant methods employed when 
conducting qualitative research include group and individual in-depth interviews, 
examinations of conversations in focus groups, unstructured observations, 
ethnography and grounded theory. The research should be a collective process,  
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with information from the participants which is scrutinized and endorsed by others, 
in order to be considered true and acceptable. Qualitative studies include 
uninfluenced field research, using small sample sizes to collect significant 
situational data. 
 
4.3.2 The positivistic research paradigm 
 
Leedy and Ormrod (2005) define the quantitative research paradigm as research 
used to answer questions about relationships among measured variables with the 
purpose of explaining, predicting, and controlling phenomena. According to Collis 
and Hussey (2009), the positivistic paradigm encompasses a deductive process 
with the focus of measuring explanatory theories to understand the facts of social 
phenomena, with less consideration for the subjective characteristics of human 
behaviour. This approach is sometimes called the traditional, experimental, or 
positivist approach. 
 
The positivistic research paradigm is built on quantitative research with the 
collective of data of a numerical nature. It is formulated around observations and 
experiments to acquire knowledge (Dills and Romiszowski, 1997). The researchers 
focus on an objective approach, which is independent of the physical and social 
reality. This paradigm expects the researcher to suggest a theory, which must be 
tested in controlled settings and empirically accept or reject hypothesis through the 
process of experimentation. 
 
A study of a large sample size, which is representative of the population, is 
conducted. The findings obtained from this study are generalised to the larger 
population. These findings are considered acceptable when it can be replicated and 
generalised. According to Cooper and Schindler (2011), positivistic research types 
include cross-sectional studies, experimentation, longitudinal studies and surveys.  
They further state that quantitative data frequently consist of participant responses 
that are coded, categorised and quantified. Therefore, of relevance to this research 
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methods are controlled and repeatable observations, and the collection of precise 
empirical data manipulated for statistical analysis. The positivistic studies normally 
involve mail surveys and questionnaire studies, hypothesis testing and statistical 
examination. Collis and Hussey (2009) explain that positivistic research, in contrast 
to the phenomenological research paradigm produces results with high reliability 
but low validity. 
 
The researcher has considered the positivistic or quantitative paradigm to 
investigate the critical factors that would influence the successful implementation of 
the proposed NHI in South Africa. This approach was preferred to quantify the 
significance of the relationship among the variables identified in the observed 
responses, following the distribution of a measuring instrument through a mail 
survey questionnaire. The researcher has followed the positivistic paradigm to 
avoid biasing the participants. 
 
4.4 THE SAMPLE DESIGN  
 
Sampling design is normally categorised as probability and non-probability 
sampling. A probability sampling method is objective in nature where every person 
in the population has a chance of being selected in the sample, and this probability 
can be accurately determined. Non-probability sampling is any subjective sampling 
method where some elements of the population have no chance of selection 
(Chambers and Skinner, 2003).The probability with non-probability sampling cannot 
be accurately determined , since the sampling does not involve random sampling 
as in the case with probability sampling. Leedy and Ormrod (2010) recommend 
guidelines for selecting a sample size based on the size of the population. 
Therefore, the sample must be large enough for the researcher to be sure that it 
represents the entire population of service providers in the healthcare industry.  
 
The method of sampling which has been utilised is convenience sampling 
(Chambers and Skinner, 2003). It was imperative for this study to consider a 
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representative and balanced sample of respondents to avoid an unbiased subset of 
the population. For this reason, the population of relevance was made up of all the 
stakeholders within both the South African public healthcare sector and corporate 
entities within the private healthcare sector. Particular focus was on the Nelson 
Mandela Metropolitan Health District as the primary research area.  
 
As a result of the exploratory nature of the research, a sample of 250 managerial 
representatives of healthcare institutions listed below was drawn. The target 
audience are representatives of the following institutions, which are representative 
of the population: 
 
 Large private hospitals groups 
 Eastern Cape Department of Health 
 Independent medical practitioners’ groups 
 South African Dental Association  
 Pharmacy Association of South Africa 
 Optometrist Association of South Africa 
 
4.5 RESPONSE RATE 
 
In an effort to achieve an objective assessment on the perceptions that healthcare 
workers hold about the proposed NHI, an empirical investigation was performed 
through a survey. The researcher distributed the self-constructed questionnaire 
personally to healthcare providers as outlined in sections 4.4, explaining the reason 
for the research. This convincing explanation for correct interpretation of the 
measuring instrument was considered critical to ensure a good response rate. With 
the workloads of healthcare providers that are generally demanding and time as a 
scarce resource, the participants understood that responding to the survey was an 
important and meaningful utilisation of their time. 
 
A total of 250 questionnaires were distributed to managerial representatives of 
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healthcare providers within the Nelson Mandela Health District.  A special effort 
was made to cover healthcare providers in all geographical areas in the district.  Of 
the questionnaires distributed, 233 usable ones were returned. This represented a 
response rate of 93.2% which is depicted graphically in Figure 4.1 below. 
 
Figure 4.1: Survey Questionnaire Response Rate                   
                
 
The high response rate is fundamental to rendering the results of a survey 
legitimate. A high response rate attained will diminish the probability of response 
bias. The findings are considered more accurate when an investigation elicits 
responses from a large percentage of its target population. Possible reasons for 
ensuring the high response rate are the following:   
 
i. The NHI is a matter that is obviously related to the respondents. Their 
attitudes, opinions and perspectives concerning the NHI are indicative of 
strong identification with the subject. 
ii. Establishing a rapport with the participants particularly developed an interest 
on the proposed success of the NHI. 
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93.2% 
6.8% 
Total Population Response Rate 
Attained
Non response
iii. The researcher considered it important to telephonically follow up the initial 
invitation with individuals, motivating them to share information and respond 
to the survey.  
iv. The participants had the assurance that the answers were not directed 
towards an individual participant, but rather used in combined statistical 
totals. 
v. A clearly defined explanation for understanding the questions increased the 
likelihood that the respondents were persuaded to participate in the survey.  
vi. The survey format was unambiguous and consistent, with the measuring 
instrument clear and concise. 
vii. The potential respondents were informed who was conducting the survey 
and what credentials the researcher holds. 
 
4.6 THE MEASURING INSTRUMENT  
 
The researcher explored and assessed the knowledge and opinions of healthcare 
providers about the expected impact of the implementation of NHI on quality of 
care, effective service delivery, control of health care costs, professional autonomy 
and patient management. Understanding the perceptions of healthcare providers is 
important, because their acceptance of such tools is required for successful 
implementation (Deom, Agoritsas, Bovier, and Perneger, 2010). 
Secondary literature, popular media reports and radio discussions on the proposed 
NHI were consulted to construct a list of statements on the NHI.  These statements 
in the form of a questionnaire (Annexure B) included the South African 
government’s envisaged objectives and outcomes with the NHI; perceived 
advantages and disadvantages of the NHI from healthcare representatives; and the 
general views of the South Africa public about the NHI. The purpose of the 
questionnaire is to solicit a deeper understanding of the knowledge and opinions of 
healthcare executives about the expected impact of NHI.  
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Extreme statements were initially avoided to prevent the participants from creating 
emotional blocks to certain questions. Stimulus equivalence is imperative in order 
to allow all the participants to understand the statements in the same manner. 
Double-barrelled and leading statements were avoided to reduce false positive 
responses.  
 
The statements were anchored to a Likert-type five-point scale ranging from (1) 
strongly disagree to (5) strongly agree. The questionnaire also captured the 
demographic data of the respondents.  These included age, gender, education, job 
title, whether respondent is from the private or public sector, occupation tenure, 
professional experience and geographic position of employment. 
 
4.6.1 Ethical issues 
 
The following actions were considered to ensure the study was conducted in an 
ethical manner.  Firstly, the Nelson Mandela Metropolitan University’s ethical 
clearance process as contained in the FORM E document of the Faculty of 
Business and Economic Sciences was undertaken to assess whether: 
 
i. confidentiality and anonymity of the respondents are guaranteed,  
ii. whether the respondents are from a vulnerable category (school learners, 
higher-education students, medical patients, mentally challenged, and so 
forth) and   
iii. whether special permission from an institution protecting the human rights of 
vulnerable groups must be sought. 
 
Secondly, a covering letter (Annexure A) was attached to the questionnaire 
explaining the aims of the study and addressing issues of consent.  The covering 
letter explained that: 
i. the participation of the respondent was completely voluntary,  
ii. that the respondent had the right to withdraw from the study at any time,  
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iii. that the respondent’s completion of the questionnaire indicated verbal 
consent and  
iv. that the confidentiality and anonymity of the respondent were guaranteed. 
 
4.7 DEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS 
 
Selected individual demographic data were collected to facilitate the classification 
of respondents. The information was also gathered to gain a better understanding 
of the geographic significance of the respondents’ perceptions, their position within 
the healthcare sector and knowledge about the proposed National Health 
Insurance system. The demographical statistics were also aimed at getting 
educational information to determine the level of expertise in the healthcare 
industry. Table 4.12 below summarises the demographics of the participants. 
Overall the demographic data indicated that the survey had reached the intended 
population who were capable of providing rich and meaningful answers to the 
measuring instrument. In other words, the participants were representative of the 
originally selected sample. 
 
TABLE 4.1: GENDER, AGE, HEALTH SECTOR EMPLOYMENT, LEVEL OF      
                    EDUCATION, OCCUPATIONAL GROUPS, TENURE GROUPS,  
                    YEARS OF EXPERIENCE AND GEOGRAPHIC DISPERSION  
 
Health Sector Employment Number of 
respondents 
Percentage 
(%) 
Private Sector 152 65.2 
Public Sector  81 34.8 
Total 233         100.0 
 
Age Group Number of 
respondents 
Percentage 
% 
20 – 29 36 15.5 
30 – 39 47 20.2 
40 – 49 67 28.8 
50 – 59 49 21.0 
60+ 34 14.5 
Total          233         100.0 
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TABLE 4.1: CONTINUE 
Highest Educational Qualification 
 
Number of 
respondents 
Percentage 
(%) 
National Diploma    7   3.0 
Bachelor’s Degree  62 26.6 
Honours Degree    3  1.3 
Master’s Degree 105 45.0 
Doctoral Degree   54 23.2 
Post-Doctoral Degree     2  0.9 
Total 233        100.0 
 
Years of experience in profession Number of 
respondents 
Percentage 
(%) 
less than 5 years 33 14.2 
5 – 9 35 15.0 
10 – 14 26 11.5 
15 – 19 33 14.2 
20 +         105 45.1 
Total         233        100.0 
 
Geographic dispersion of the respondents in the 
Nelson Mandela health district 
Number of 
respondents 
Percentage 
(%) 
Southern 37 15.9 
Western 36 15.4 
Northern   104 44.6 
Eastern 56 24.1 
Total         233        100.0 
 
Occupational Groups 
 
Number of 
respondents 
Percentage 
(%) 
General practitioner 76 32.6 
Medical Specialist  55 23.6 
Dental surgeon 32 13.7 
Pharmacist 29 12.5 
Optometrist 20  8.6 
Professional Nurse   8  3.4 
Allied Healthcare workers 13  5.6 
Total         233        100.0 
 
Tenure Groups
 
Number of 
respondents 
Percentage 
(%) 
less than 5 years 59 25.3 
5 – 9 56 24.0 
10 – 14 33 14.2 
15 – 19 30 12.9 
20 + 55 23.6 
Total         233        100.0 
 
Gender Response rate Number of 
respondents 
Percentage 
% 
Female  84 35.0 
Male 149 65.0 
Total 233        100.0 
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FIGURE 4.2: HEALTH SECTOR RESPONSE RATE 
 
 
 
As presented in Table 4.1 and Figure 4.2 above, 65.2% of respondents are in 
employment within the private sector, while 34.8% are from the public sector. The 
prerequisite for participants was to be positioned  either as  managers of clinical 
staff or proprietors of private practices or hospitals .All respondents within the 
private sector were aligned with the criteria of being proprietors of private practices 
or hospitals, whilst most of the respondents in the public sector fitted the 
managerial requirement. The respondents in the public health sector also 
comprised executive directors, district managers and directors of the Nelson 
Mandela Health District and managers of district and regional hospitals. 
 
Figure 4.3 below graphically illustrates that insofar as gender is concerned, the 
greater part of respondents were male (65%). The researcher is of the opinion that 
the skewed gender composition could probably be attributed to the traditional 
admission of male predominance at academic institutions in the past. This 
observation is confirmed with 64.3% of respondents being above the age of forty 
years. It is also reflected in the response rate of occupational groups, with 
professional nurses and allied healthcare workers who are predominantly females, 
amongst the minority of the respondents. 
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Government legislation pertaining to accelerating gender parity is compelling 
healthcare organisations to address women empowerment in strategic leadership 
positions. With the challenge of working in a male-dominated environment, female 
governance has the capacity to add a meaningful contribution to the healthcare 
sector. 
 
FIGURE 4.3: GENDER RESPONSE RATE 
 
 
 
 
This study confirms in Figure 4.4 that the geographic dispersion of the respondents 
in the northern and eastern areas accounted for 68.7% of the response rate, 
comparing with 31.3% of the western and southern regions. The health 
professionals working in the public sector, northern areas and eastern division of 
Nelson Mandela Bay Health district are serving the health needs of the unemployed 
and low income groups. In contrast, medical aid schemes play a more prominent 
role in healthcare practices in the affluent sectors of the Nelson Mandela 
Metropolitan area.  
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It should also be noted that most private healthcare workers that are servicing the 
affluent areas are working in multi-disciplinary practices. Conversely, the 
overwhelming majority of private practitioners in the poor servicing area are 
independent practices. By including the different areas within the healthcare district 
in the survey a further dynamic was introduced to the research, namely to what 
extent the views on the NHI coincided with the various healthcare practitioners. 
 
 
FIGURE 4.4 GEOGRAPHIC DISPERSION RESPONSE RATE 
 
 
 
 
 
It is evident that the full spectrum of the various age groups was represented in the 
responses as depicted in Figure 4.5 below. The age group profile, in conjunction 
with the other demographic composition in Table 4.1 asserted the maturity of the 
participants. Approximately 63% of the respondents are 40 years and older, 
indicating that this group is the most suitable to fulfil the mentorship or coaching 
roles within the healthcare industry. 
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FIGURE 4.5: AGE GROUP RESPONSE RATE 
 
 
 
Table 4.1 and Figure 4.6 showed that a significant proportion of respondents are 
general practitioners which accounted for 32.6% of the response rate. Medical 
specialist and dental surgeons comprised 23.6% and 13.7% of respondents, 
respectively. Following were the pharmacists with 12.5% and optometrists with 
8.6% contribution towards the survey. Professional Nurses and Allied healthcare 
workers contributed 9% to the response rate. The sample of general practitioners, 
medical specialists, dental surgeons, pharmacists and optometrists were 
predominantly from the private sector, hence the large response rate as depicted in 
Figure 4.2. In contrast, the professional nurses and allied healthcare workers were 
mainly from the public sector. The representation of medical practitioners and 
medical specialists could be considered over-weighted since they were more 
readily accessible. A better representation of professional nurses and allied 
healthcare workers would have been appropriate, since they are considered 
fundamental in the NHI structure. 
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FIGURE 4.6 OCCUPATIONAL GROUP RESPONSE RATE 
 
Figure 4.7 indicates that the majority of respondents have substantial work 
experience with 46% in practice for more than 20 years. The survey shows that 
25% of the participants have been between 10 and 20 years in the healthcare 
profession, with almost 20% of the respondents having less than 10 years’ 
exposure in the healthcare sector.   
 
FIGURE 4.7 RESPONSE RATE BY YEARS OF EXPERIENCE IN PROFESSION 
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The criteria used for medical and dental practitioners vis-à-vis their educational 
qualification was that the years of completing the bachelor degree are equivalent to 
a master’s degree. Hence, the 45% response rate indicated under the highest 
educational qualification category in Figure 4.8 below. The 23.2% doctoral degrees 
reported represent the medical specialist. Furthermore, 26.6% of the respondents 
had at least obtained a bachelor’s degree. Only about 1% of the healthcare 
providers ad studied towards post-doctoral degrees. 
 
FIGURE 4.8 RESPONSE RATE BY LEVEL OF QUALIFICATION 
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4.8 DATA ANALYSYS  
 
The data were captured in Excel and the STATISTICA Version 10 (2010) computer 
software program was used to analyse the data. The data analyses included 
exploratory factor analysis, the calculation of Cronbach alphas, regression analysis, 
t-tests and the calculation of means and percentages.  Exploratory factor analysis 
and the calculation of Cronbach alphas are associated with the validity and 
reliability of the data, while regression analysis is a statistical test for relationships  
between two or more variables.  Mean scores indicate the average response on a 
question or statement of the respondents on whatever scale, while percentages 
indicate what portion/ fraction of the sample is associated with a specific response.  
T-tests are conducted to determine significant differences or otherwise between 
sample and population means, on the one hand, and between groups in samples, 
on the other hand. 
 
4.9 VALIDITY OF THE DATA 
 
Collis and Hussey (2009) define validity as the extent to which the research 
findings accurately reflect the phenomena under study. Inappropriate research 
procedures and inaccurate measurement could be the underlying cause of low 
validity. Cooper and Schindler (2011) identify the following types of validity: 
 
 Criterion-related validity is the magnitude to which the predictor is adequate 
in capturing the relevant aspects of the variable. 
 Content validity is the extent to which the content of a measurement 
instrument is adequately representative of the universe of all relevant 
variables in the research. 
 Construct validity measures phenomena which are not directly observable, 
such as motivation, satisfaction, ambition and anxiety. With these 
hypothetical constructs the researcher is required to demonstrate the degree 
to which an instrument is able to provide evidence based on theory.  
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Construct validity comprises convergent and discriminant validity. A set of data has 
convergent validity if it converges with another set of data with which it is expected 
to correlate on theoretical grounds. The same set of data would however exhibit 
discriminant validity if it does not correlate with another set of data with which it is 
expected not to correlate.  An exploratory factor analysis (EFA) is often conducted 
to assess the discriminant validity of data sets as separate factors or constructs.  
An EFA was therefore conducted for this purpose in the present study. 
 
Exploratory factor analysis was conducted to explore and identify underlying 
patterns (separate constructs) in the observed responses.  Principal components 
analysis was specified as the method of extraction and Varimax Raw as the 
rotation method used.  After considering various options, ranging from ten to six 
factor solutions, it was concluded that extraction of seven factors is the most 
suitable for the data. 
This being an exploratory study, the first of its kind on NHIs in the Nelson Mandela 
Metropolitan area and probably South Africa and in the world, EFA was not used as 
a rigorous test of discriminant validity in the present study, but rather as a 
technique to detect underlying patterns in the observed responses.  While factor 
loadings of more than 0.400 were regarded as significant, double loadings were not 
discarded. Instead the bigger loading in case of double loadings was accepted as a 
measure of a construct. The most suitable empirical factor solution is reported in 
Table 4.2 below.  
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TABLE 4.2 FACTOR LOADINGS FOR A SAMPLE OF 233 
Q
ue
st
io
n 
N
um
be
r Factor 1 
Projected 
NHI 
Success 
Factor 2 
Key 
assumptions 
 
Factor 3 
Medical aid 
pricing 
Factor  4 
Projected 
benefits for 
stakeholders, 
(specifically 
medical aid 
funds) 
Factor 5 
Benefit for 
private 
sector  
servicing 
public 
sector 
 
Factor  6 
NHI will fail 
Factor  7 
Requisite 
strategic 
leadership 
Q1  0.68565 -0.348875  0.044514  0.076475  0.179397  0.148616  0.212865 
Q2  0.59105 -0.484599  0.089888  0.125783  0.154330 -0.026689  0.132888 
Q3  0.36270 -0.197968  0.180544  0.445379 -0.037398 -0.143201  0.267976 
Q4  0.69391 -0.418594 -0.037226  0.032883  0.153775 -0.041793 -0.062787 
Q5  0.76224 -0.195509 -0.012790  0.221473  0.115700  0.093717  0.081507 
Q6  0.55565 -0.295215  0.057057  0.211869 -0.075393  0.252061  0.281945 
Q7  0.75535 -0.125988  0.025764  0.015107  0.020681  0.155036  0.120671 
Q8  0.25607 -0.151289  0.072727  0.029983  0.760440 -0.084676 -0.058981 
Q9  0.25075  0.165990 -0.013191  0.153115  0.697783  0.066728  0.016925 
Q10  0.54252 -0.060994  0.028485  0.322831  0.088894  0.175131  0.235826 
Q11  0.67823  0.062540  0.061495  0.391589 -0.072378 -0.128434  0.102570 
Q12  0.68176 -0.035373  0.034360  0.355133 -0.062180 -0.089319  0.100280 
Q13  0.15866 -0.002541  0.009528  0.721284  0.120420  0.041768  0.036518 
Q14  0.65454  0.107368  0.064432  0.298442  0.256824  0.049622  0.153660 
Q15  0.68279  0.060799  0.050495  0.241979  0.198198 -0.072654  0.169777 
Q16  0.65326 -0.005511  0.067614  0.271740  0.121902  0.016239  0.399594 
Q17  0.31104 -0.079999 -0.019079  0.105775 -0.103369  0.127561  0.668284 
Q18  0.29553  0.404068  0.101158 -0.185536  0.334514 -0.157137  0.085483 
Q19  0.55807  0.135472  0.161931  0.097308  0.095763  0.017122  0.575951 
Q20  0.53630  0.026529  0.306632  0.268503 -0.036443  0.110178  0.359186 
Q21  0.83439 -0.017990  0.139545  0.024782  0.116207  0.046427  0.045453 
Q22  0.82113  0.057384  0.037266  0.049884  0.151092  0.099761  0.092132 
Q23  0.81738  0.151681  0.040812  0.046873  0.161155  0.062985  0.072327 
Q24  0.80745  0.127864 -0.007983  0.067132  0.193252  0.081018  0.111563 
Q25  0.32614 -0.271109 -0.008639  0.458246 -0.075204  0.017812  0.400475 
Q26 -0.09420  0.263194  0.068578 -0.069873 -0.019902 -0.652770 -0.111609 
Q27  0.54664 -0.245553  0.254193  0.230390  0.000910 -0.123380  0.078336 
Q28  0.76336 -0.176974  0.150054  0.110161  0.100898  0.022910  0.129530 
Q29  0.66072  0.027710  0.134403  0.123451 -0.021157 -0.151074 -0.023044 
Q30  0.71143  0.084233  0.021561  0.182540 -0.058150 -0.003917  0.075479 
Q31  0.71386  0.134806 -0.050784  0.255444  0.001113 -0.103889  0.084628 
Q32  0.38227  0.017767  0.064938  0.673712  0.125956  0.127364  0.078330 
Q33  0.42963  0.191172 -0.078369  0.206117  0.193110  0.052124 -0.265573 
Q34  0.06036  0.461793 -0.182775  0.166469  0.309960 -0.164437  0.069805 
Q35  0.68326  0.180527  0.084083  0.172037 -0.021360  0.182197  0.262777 
Q36 -0.13014  0.065685 -0.279194 -0.277216 -0.065741 -0.511488  0.131853 
Q37  0.13523  0.047826  0.807902 -0.067482  0.088396 -0.079793  0.212294 
Q38 -0.08221  0.068265 -0.834552 -0.114202  0.032120 -0.089619  0.121584 
Q39  0.41980  0.308531  0.119785  0.208345 -0.201911 -0.065755 -0.295145 
Q40  0.47573  0.156651  0.027167  0.026430 -0.226901  0.155950 -0.005459 
Q41 -0.21307 -0.178794 -0.007687  0.062736  0.123362 -0.661110 -0.115796 
Q42  0.68589 -0.180774  0.244034  0.146316 -0.006356  0.151581  0.000213 
Q43  0.79925 -0.103198  0.151437  0.124277  0.027487  0.177675  0.045015 
Ei
ge
n 
 
V
al
ue
 13.91007 1.767913 1.912772  2.728921  1.841243  1.645211  2.015243 
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Table 4.2 above elicited seven clear variables which were labelled after scrutinising 
the content of the measuring items which were measuring these variables.  In other 
words, content and face validity of the data was established in labelling the 
variables.   The seven variables were labelled as follows: 
 Projected NHI success 
 Key assumptions for NHI success 
 Medical aid pricing 
 Projected benefits for stakeholders (specifically medical aid funds) 
 Benefits for private sector for servicing public sector 
 “NHI will fail” 
 Requisite strategic leadership 
 
The eigenvalues of the factors computed are higher than 1.00, and are therefore 
considered worth analysing in contributing to the explanation of variances in the 
variables. The eigenvalue measures the amount of variation in the total sample 
accounted for by each factor.  A factor's eigenvalue is calculated as the sum of its 
squared factor loadings for all the variables and is used to condense the variance in 
a correlation matrix (Cooper and Schindler, 2011).  Projected NHI success is the 
factor with the most variance with an eigenvalue of 13.91007. 
 
Table 4.3 to Table 4.6 below depict the underlying patterns in the observed 
responses from 43 statements as they emerged from the exploratory factor 
analysis.  
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TABLE 4.3 VARIABLE: PROJECTED NHI SUCCESS 
 
QUESTION 
NUMBER 
                              DESCRIPTION 
Q1 I believe the National Health Insurance (NHI) will provide permanent universal coverage to 
all legal residents of South Africa. 
Q2 Being a publicly funded health insurance plan, I believe the people covered by the NHI will 
be protected financially from excessive out-of-pocket healthcare costs. 
Q4 The NHI will make healthcare more affordable to the general South African public. 
Q5 The NHI will make healthcare more responsive to the needs of the general South African 
public. 
Q6 The NHI is financially sustainable for the country to purchase health services for the entire 
population. 
Q7 The NHI will provide improved access to quality health services for all South Africans. 
Q10 The NHI will succeed in addressing human resource shortages in the public hospitals and 
clinics. 
Q11 The NHI will improve the co-operation (partnerships) between public and private sector 
healthcare providers. 
Q12 The NHI will improve reciprocal trust between public and private sector healthcare providers. 
Q14 The NHI will contribute to the improvement of training facilities at South African public sector 
medical schools. 
Q15 The NHI will create more opportunities for mentorship and coaching programmes directed at 
achieving superior health outcomes for the South African population. 
Q16 The NHI will strengthen governance structures and accountability mechanisms in the South 
African public health system. 
Q20 The NHI will mobilise enough financial resources to support and strengthen the public 
healthcare sector.  
Q21 The NHI will make a significant contribution to increasing the life expectancy of the South 
African population. 
Q22 The NHI will make a significant contribution to decreasing maternal and child mortality. 
Q23 The NHI will make a significant contribution to combatting HIV and AIDS. 
Q24 The NHI will make a significant contribution to decreasing the burden of tuberculosis and 
associated diseases. 
Q27 The pooling of public and private resources such as finances, human resources, physical 
infrastructure and equipment will ensure the sustainability of the NHI. 
Q28 The NHI will reduce social polarisation and ultimately improve the quality of life of all South 
Africans. 
Q29 Public-private partnerships, as envisaged by the NHI, will address challenges with regard to 
investment in infrastructure projects in public hospitals.  
Q30 Public-private partnerships, as envisaged by the NHI, will contribute to the recruitment and 
retention of health workers in the public sector. 
Q31 The NHI will improve the patient referral system between the private and public hospitals. 
Q33 The success of the NHI will depend on the strategic purchasing of healthcare services 
through open tender processes. 
Q35 The NHI will lead to the improvement of service delivery in public hospitals. 
Q39 I believe the German model of non-profit making hospitals is a viable alternative for South 
Africa. 
Q40 I know of countries in which NHIs similar to ours are operating successfully.  
Q42 I support the adoption of the NHI in South Africa. 
Q43 The NHI will improve the social and economic welfare of all South Africans by contributing 
towards more equitable health outcomes. 
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The above-mentioned 28 items (Table 4.3), which were drawn from the literature 
review, are indicators against which projected NHI success will be measured. The 
results of the questionnaire suggest that the proposed NHI will be successful if 
these items are achieved. Most of these items have a focus on good governance 
underpinning the importance of responsibility and accountability of leadership. 
Relevant financing policies with sufficient financial resources, proper infrastructure, 
improvement of training facilities and technological advances can dramatically shift 
the projected success of the NHI. According to the exploratory factor analysis non-
profit making hospitals are considered as one of the items that could contribute to 
the success of the NHI in South Africa. 
 
Cooperation through Public-Private Partnership to align resources in the public 
sector and harness knowledge from the private sector could build a robust health 
system under the NHI. The factor analysis further reveals that an adequate health 
workforce could play an integral part in treating and preventing diseases and 
promoting population health. A critical element would be the employing of more 
healthcare workers and preventing the attrition and migration of health workers to 
enhance the projected NHI success. It is necessary to be responsive to the needs 
of the general public through permanent universal coverage, improved access to 
quality health services and strategic purchasing of healthcare services, thus 
ensuring successful implementation of the NHI.  
 
In the South African context, the projected NHI success will strongly be measured 
against favourable health outcomes pertaining to reduced maternal and child 
mortality, combatting HIV and AIDS and decreasing the burden of tuberculosis and 
associated diseases, with therefore increased life expectancy. The aspect of 
addressing social polarisation and the economic welfare of the poor could have a 
significant impact on the projected NHI success. Engaging the healthcare 
workforce would be considered fundamental to the success of the NHI. The support 
of employees in the workplace through a pragmatic approach of mentoring and 
coaching possibly will have a positive influence on people to create superior health 
outcomes. 
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TABLE 4.4 VARIABLE: PROJECTED BENEFITS FOR STAKEHOLDERS, 
                                       (SPECIFICALLY MEDICAL AID FUNDS)  
 
QUESTION 
NUMBER 
                              DESCRIPTION 
Q3 Government is effectively communicating the vision and mission of the NHI to all healthcare 
providers and stakeholders. 
Q13 The implementation of the NHI will have a positive effect on the profitability of medical aid 
schemes. 
Q25 Consultation with all relevant stakeholders about the merits and demerits of the NHI was 
adequate. 
Q32 The implementation of the NHI will have a positive effect on the sustainability of medical aid 
schemes. 
 
Table 4.4 describes the variable projected benefits for stakeholders (more 
particularly medical aid funds. It stresses the importance of transparency and 
effective communication about the principles, policies and practices of the NHI. 
Consistent communication in a transparent manner will build confidence with all 
relevant stakeholders. Medical schemes and their members are uncertain whether 
the NHI will be able to help stabilising medical aid costs. The challenge that the 
medical scheme industry is facing is if the NHI regulations will increase profitability, 
and therefore the sustainability of medical aid schemes. 
 
TABLE 4.5 VARIABLE: BENEFITS FOR PRIVATE SECTOR FOR SERVICING    
                   PUBLIC SECTOR  
 
QUESTION 
NUMBER 
                              DESCRIPTION 
Q8 Under the NHI it would be good if healthcare providers in the private sector to be able to 
claim tax rebates for rendering services in the public sector. 
Q9 Under the NHI it would be good for healthcare providers in the private sector to be able to 
obtain CPD (Continued Professional Development) points for rendering services in the public 
sector. 
 
The participation of healthcare workers from the private sector is considered 
essential to the success of the NHI. The recruitment of general practitioners and 
medical specialists from the private sector to work at less-resourced state facilities 
is an approach to assist in the improvement of health outcomes. The factor analysis  
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reveals that incentives for healthcare workers in the private sector in the form of tax 
rebates and the allocation of CPD points could be a strategy to persuade private 
healthcare providers to service the public sector and improve accessibility to 
healthcare. These two items, illustrated in Table 4.5, are considered pertinent for 
the private sector in their servicing of the public sector in the context of the 
proposed NHI. 
 
TABLE 4.6 VARIABLE: REQUISITE STRATEGIC LEADERSHIP  
QUESTION 
NUMBER 
                              DESCRIPTION 
Q17 South Africa has competent leaders in the public healthcare sector to address potential NHI 
challenges. 
Q19 The NHI will improve administrative efficiency and transparency in the public healthcare 
sector. 
  
Table 4.6 shows items that identify Requisite Strategic Leadership as an important 
factor for the projected NHI success.  The development of competent leadership is 
important to address NHI challenges and promote a philosophy of sustainable 
success in the healthcare industry. Administrative capabilities and transparency of 
financial resources would be vital to the success of the NHI. 
 
4.10 RELIABILITY OF THE DATA 
 
The positivistic paradigm is highly dependent on the duplication of the instrument, 
hence its dependence on reliability testing. According to Collis and Hussey (2009), 
the reliability of the questionnaire refers to the absence of differences in the results 
if the study is repeated. 
 
The reliability of the data collected with the measuring instruments used in the 
present study was assessed by calculating the Cronbach alpha coefficients of the 
variables which emerged from the EFA.  The Cronbach alpha is regarded as one of 
the most effective approaches to reliability assessment, especially when 
participants respond to questions that are anchored on a Likert scale. Sekaran 
(2003) suggests the closer the coefficient alpha is to one, the higher the internal 
consistency  
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 reliability. According to Zikmund, Babin, Carr and Griffin (2010), a Cronbach alpha 
of above 0.80 is considered very good reliability, below 0.60 as poor, between 0.60 
and 0.69 as fair and between 0.70 and 0.79 as good reliability. 
 
The Cronbach alpha coefficient, also termed the internal consistency reliability test 
is calculated as follows: 
 
 
 
Where    = Cronbach’s Alpha 
              N = the number of items; 
               r = the average of all (Pearson) correlation coefficients between the 
                     items. 
 
TABLE 4.7: THE CRONBACH ALPHAS OF THE VARIABLES 
 
 
 
Factor 1 
Projected 
NHI 
Success 
Factor 2 
Key 
assumptions 
 
Factor 3 
Medical 
aid pricing 
Factor  4 
Projected 
benefits for 
stakeholders, 
(specifically 
medical aid 
funds ) 
 
Factor 5 
Benefit for 
private 
sector  
servicing 
public 
sector 
 
Factor  6 
NHI will 
fail 
Factor  7 
Requisite 
strategic 
leadership 
C
ro
nb
ac
h 
A
lp
ha
 0.96 0.35 0.20 0.74 0.69 0.44 0.62 
 
The Cronbach alphas of the variables mentioned above in Table 4.6 were 
calculated, which indicated that all the variables produced fair reliability coefficients 
of 0.60 and more, except for the following variables: 
i. key assumptions for NHI success (= 0.35), 
ii. medical aid pricing (= 0.20) and 
iii.  “NHI will fail” (= 0.44).    
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    N.r 
1+ (N-1).r
These three variables were excluded from the subsequent analyses.  The individual 
items of these variables were however retained in the calculation of the descriptive 
statistics, as these responses are important in the context of this study. 
 
4.11 THE HYPOTHESISED RELATIONSHIPS 
 
Hypotheses were formulated on the proposed relationship between projected NHI 
success and the variables that might influence it. The independent variables were 
the projected benefits for stakeholders, projected benefits for the private sector and 
the requisite strategic leadership for NHI success, while the dependent variable 
was projected NHI success. This analysis answers the secondary research 
question three (see section 1.3.2). 
 
The following null and alternative hypotheses were formulated: 
 
H01: There is no relationship between the projected benefits for stakeholders  
           (specifically medical aid funds), and projected NHI success  
H1:     There is a positive relationship between the projected benefits for 
stakeholders (specifically medical aid funds), and projected NHI success  
 
H02:  There is no relationship between the private servicing the public sector 
          and projected NHI success 
H2:    There is a positive relationship between the private servicing the public   
          sector and projected NHI success. 
 
H03: There is no relationship between the good strategic leadership and  
           projected NHI success 
H3:     There is a positive relationship between requisite strategic leadership and  
           the projected success of the NHI 
 
Figure 4.9 graphically depicts the hypothesised relationships 
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FIGURE 4.9: HYPOTHESISED MODEL ON THE PROJECTED SUCCESS OF  
                      THE NHI 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.11.1 The relationship between the projected benefits for stakeholders   
           (specifically medical aid funds), and projected NHI success  
 
The challenge that stakeholders and specifically medical aid funds are confronted 
with is whether the NHI regulations will have an effect on profitability, and therefore 
the sustainability of their businesses. Another challenge confronting stakeholders is 
whether they have the capacity to adapt to evolving demands of the proposed NHI. 
A common theme in the healthcare reform debate in recent years has been the 
need to control health care costs. With the contribution towards medical insurance 
premiums rising rapidly, only a few South Africans will be able to afford medical 
aids. 
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4.11.2 The relationship between the projected benefits for the private sector     
           servicing the public sector and projected NHI success 
 
Notwithstanding the rapid growth of the private health sector, the NHI is having a 
very limited focus on the role of the sector (Gilson and McIntyre, 2007).The gap 
between the majority poor and the more affluent sections of society is increasing at 
a fast rate. An important challenge that the management of the NHI could face is 
how they would prevent deferred reimbursement to healthcare providers in the 
private sector for servicing the public sector. Deferred reimbursement could 
exacerbate the confidence of the private sector in the efficiency of the NHI system. 
Therefore, the managers of the NHI should have measures in place for a scheduled 
payment system, thus preventing delayed payments to service providers. The 
attraction of private healthcare providers is a key component in efforts to address 
the challenge of human resource deficit in the public sector. It could be argued that 
financial incentives for private healthcare workers would be a feasible option to 
ensure the projected NHI success.  
 
4.11.3 The relationship between the requisite strategic leadership and projected  
           NHI success 
 
An important factor impacting the projected success of the NHI is ability of 
leadership to critically analyse the pertinent issues that will ensure equitable and 
affordable healthcare. The success of the NHI will largely depend on good 
manager-leadership capacity in the National Department of Health. The role of a 
manager-leader in the public sector could have a significant impact on employee 
engagement in support of the NHI. The NHI could create more opportunities for 
mentorship and coaching programmes directed at achieving superior health 
outcomes for the South African population. It could be argued that South Africa 
needs competent leaders in the public healthcare sector to address potential NHI 
challenges. The implementation of a knowledge sharing system through effective 
leadership will possibly improve administrative efficiency and transparency in the 
public healthcare sector. 
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4.12 THE EMPIRICAL RESULTS 
 
Various statistical analyses were conducted in this study. Firstly, a multiple 
regression analysis was done to investigate the relationships in the hypothesised 
model above.  Secondly, descriptive statistics (means and percentages) were 
calculated to investigate trends in the responses of the participants.  Thirdly t-tests 
and ANOVAs were calculated to gain information on differences in groups (for 
example, gender, education and geographical location) with regard to their 
perceptions about the NHI.  
 
4.12.1 Multiple regression analysis: Total sample 
 
The researcher was interested in predicting a metric dependent variable from a set 
of metric independent variables; hence multiple regression analyses were selected. 
According to Cooper and Schindler (2011:556), regression results provide evidence 
on the statistical relevance of the independent variables, the interrelationship 
strength between one or more of the independent variables and dependent 
variable, and a predictive equation for the purpose of future studies.  
 
A multiple regression analysis was done of the hypothesised model for the total 
sample, as well as for those sections of the sample that serve the poor and affluent 
areas respectively.  It was anticipated that income levels and access to medical aid 
funds would influence the perceptions of healthcare workers serving these 
respective areas.  Tables 4.8 - 4.10 depict the multiple regression analysis results. 
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TABLE 4.8 MULTIPLE REGRESSION: TOTAL SAMPLE 
                   DEPENDENT VARIABLE: NHI SUCCESS 
 
        
       b* 
 
Std.Err.-of b* 
  
      B Std.Err.-of b 
 
 t (180) 
 
p-value 
Intercept   0.600305 0.156529 3.835110 0.000173 
MEDAID 0.290568 0.057206 0.324643 0.063915 5.079310 0.000001 
PRIVAT 0.193947 0.049670 0.139064 0.035615 3.904698 0.000133 
LEADER 0.492641 0.056779 0.474484 0.054687 8.676413 0.000000 
R=0.76858042                  R²=0.59071585              Adjusted R²=0.58389445  
F (3,180) =86.597             p=0.0000 
 
Figure 4.10 below graphically illustrates the empirical results emanating from the 
multiple regression analysis of the total sample.  
 
FIGURE 4.10: THEORETICAL MODEL TO INCREASE THE PROJECTED   
                        SUCCESS OF THE NHI:  EMPIRICAL RESULTS  
 
 
 
                     
 
 
                                                           
 
 
 
                                                      
 
  
 
 
 
 
Chapter 4: The Methodology of the Study and Empirical Results                             Page 84 
Projected NHI 
Success 
Projected Benefits 
for Stakeholders 
Benefits for 
Private Sector 
Servicing Public 
Sector
Requisite 
Strategic 
Leadership  
    b*=0.19   p<0.001 
4.12.1.1: The relationship between the projected benefits for stakeholders   
                (specifically medical aid funds), and projected NHI success  
 
Hypothesis H1 stipulated that there is a positive relationship between the projected 
benefits for stakeholders (specifically medical aid funds), and the projected success 
of the NHI. The null hypothesis formulated in this regard was: 
 
HO1: There is no relationship between the projected benefits for stakeholders  
          (specifically medical aid funds) and the projected success of the NHI. 
 
The empirical results (Table 4.8) show a significant positive relationship between 
the projected benefits for stakeholders, specifically medical aid funds (b* = 0.29, p 
< 0.001) and projected NHI success. The hypothesis H1 is therefore supported, 
while the null hypothesis is rejected. This result means that if clarity on the 
projected benefits for stakeholders (specifically medical aid funds) is not 
forthcoming, the projected success of the NHI will probably not be achieved.   
 
4.12.1.2: The relationship between the projected benefits of the private sector   
               servicing the public sector and projected NHI success  
 
Hypothesis H2 stipulated that there is a positive relationship between the private 
sector servicing the public sector and projected NHI success. The null hypothesis 
formulated in this regard was: 
 
H02:  There is no relationship between the private sector servicing the public sector 
and   projected NHI success 
 
The empirical results (Table 4.8) show a significant positive relationship between 
the projected benefits for the private sector servicing the public sector (b* = 0.19, p 
< 0.001) and projected NHI success. Hypothesis H2 is therefore supported, while 
the null hypothesis H02 is rejected. This result means that if clarity on the projected 
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benefits for the private sector in servicing the public sector is not forthcoming, the 
projected success of the NHI will probably not be achieved. 
 
4.12.1.3: The relationship between requisite strategic leadership and the projected  
               NHI success 
 
Hypothesis H3 stipulated that there is a positive relationship between requisite 
strategic leadership and the projected success of the NHI. The null hypothesis 
formulated in this regard was: 
 
H03:  There is no relationship between the good strategic leadership and             
          projected NHI success. 
 
The empirical results (Table 4.8) show a significant positive relationship between 
the requisite strategic leadership (b* = 0.49, p < 0.001) and projected NHI success, 
on the other hand. Hypothesis H3 is therefore supported, while the null hypothesis 
H03 is rejected. This result means that the projected NHI success will also not be 
achieved if the required strategic leadership in terms of competence, transparency 
and administrative efficiency is not in place.   
 
The results of the multiple regression analysis of the total sample (Table 4.8 and 
Figure 4.10) indicate that the projected benefits for stakeholders, benefits for 
private sector for servicing public sector and requisite strategic leadership scales 
had significant positive regression weights. This shows that all independent 
variables will be pertinent indicators of the projected success of the NHI. These 
three independent variables together explain 59% (R²=0.59071585) of the variance 
in the projected NHI success. This means that amongst several factors that will 
influence the projected NHI success, the above-mentioned empirical results 
suggest that projected benefits for stakeholders, benefits for private sector for 
servicing public sector and requisite strategic leadership could make a considerable 
contribution (59%) to the projected NHI success. In other words, they are very 
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important determinants to be considered when implementing the NHI.  
 
4.12.1.4 Multiple regression results: Poor servicing area 
 
This section reports on the hypothesised relationships between the independent 
variables and the dependent variable for the sub-sample of respondents that 
service the less affluent areas in the Nelson Mandela Health District. 
 
TABLE 4.9 MULTIPLE REGRESSION: POOR SERVICING AREA – EMPIRICAL      
                   RESULTS 
        
       b* 
 
Std.Err.-of b* 
  
      B Std.Err.-of b 
 
 t (110) 
 
p-value 
Intercept   0.733578 0.194015 3.781044 0.000254 
MEDAID 0.311030 0.078242 0.338530 0.085160 3.975218 0.000126 
PRIVAT 0.191694 0.062366 0.136048 0.044262 3.073686 0.002666 
LEADER 0.467265 0.076843 0.444545 0.073106 6.080781 0.000000 
R = 0.78026105                  R²= 0.60880730           Adjusted R² =0.59813841   
F (3,110) =57.064               p=0.0000 
 
FIGURE 4.11: MULTIPLE REGRESSION: POOR SERVICING AREA –  
                        EMPIRICAL RESULTS 
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    b*= 0.19   p<0.01 
The empirical results (Table 4.9) indicate significant positive relationships between 
the independent variables (projected benefits for stakeholders, projected benefits 
for the private sector servicing the public sector and requisite strategic leadership) 
and the dependent variable (projected NHI success).  The regression coefficients 
were 0.31p < 0.001, 0.19 p < 0.01 and 0.47 p < 0.001) respectively.  This means 
that the participants from the less affluent areas also hold the view that the three 
independent variables will play a significant role in the projected success of the 
NHI. The empirical results further revealed these three independent variables 
together explain almost 61% (R² =0.609) of the variance of the projected success 
of the NHI. 
                                                     
4.12.1.5 Multiple regression results: Affluent servicing area 
 
Similar to the poor servicing area, the empirical results (Table 4.10 and Figure 
4.12) show significant positive relationships between projected benefits for 
stakeholders  (0.24, p < 0.05), projected benefits for the private sector servicing the 
public sector (0.30, p < 0.01) and requisite strategic leadership (0.43, p < 0.001), on 
the one hand, and projected NHI success, on the other hand.  This means that the 
participants from the affluent areas also hold the view that the three independent 
variables will play a significant role in the projected success of the NHI.  
 
The empirical results however revealed that these three independent variables 
together explain almost 49% (R² =0.487) of the variance of the projected success 
of the NHI, which is less than the variances explained in the total and poor 
servicing area samples.  There are therefore more other variables for the affluent 
group that play a role in the projected NHI success. 
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TABLE 4.10: MULTIPLE REGRESSION: AFFLUENT SERVICING AREA –  
                      EMPIRICAL RESULTS 
 
       
       b* 
 
Std.Err.-of b*       B Std.Err.-of b 
 
   t (66) 
 
p-value 
Intercept   0.521404 0.267193 1.951414 0.055254 
MEDAID 0.241455 0.091159 0.258921 0.097753 2.648730 0.010098 
PRIVAT 0.300120 0.094259 0.190914 0.059961 3.183979 0.002217 
LEADER 0.430177 0.093823 0.406669 0.088695 4.585001 0.000021 
R= 0.69778109                     R²=0.48689845            Adjusted R²=0.46357565     
F (3, 66) =20.877                  p=0.0000 
 
FIGURE 4.12 MULTIPLE REGRESSION: AFFLUENT SERVICING AREA –   
                      EMPIRICAL RESULTS 
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       b*= 0.30 p<0.01 
To summarise: The empirical results indicate that the projected benefits for 
stakeholders, projected benefits for the private sector servicing public hospitals and 
clinics, and the requisite strategic leadership could be critical enablers of NHI 
success. In other words, according to the respondents the projected NHI success 
will be increased if respondents view it as achieving benefits for stakeholders and 
specifically the medical aid schemes, and private sector. Another important factor 
that could play a role in the success of the NHI is the presence of strategic 
leadership, in terms of competence, transparency and administrative skills. 
 
4.13 CONCLUSION 
 
In this chapter, the research methodology used to conduct this study was 
discussed.  This included the research paradigms, sampling design and measuring 
instruments.  Furthermore, the results with regard to the assessment of reliability 
and validity of the data were discussed. 
 
Multiple regression analysis was done to investigate the hypothesised model and 
these results were also reported and discussed.  In the next chapter, the results of 
the descriptive statistics, t-tests and analysis of variance (ANOVA) will be 
discussed. 
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                                                CHAPTER 5 
 
EMPIRICAL RESULTS – DESCRIPTIVE STATISTICS, T-TESTS AND ANOVAS 
 
5.1 INTRODUCTION 
 
In this chapter the discussion of the empirical results continues.  The results include 
the descriptive statistics (response percentages, mean scores and standard 
deviation), t-tests and ANOVAs. These results reveal the perceptions of 
respondents on all the questionnaire statements, as well as whether differences 
exist in the perceptions of various demographic groups (age, gender, education, 
and so forth). 
 
5.2 DESCRIPTIVE STATISTICS 
 
The descriptive statistics were calculated to answer the secondary research 
question two (see section 1.3.2). The results of these analyses are reported in 
Table 5.1. 
 
Table 5.1 shows all the respondents’ perceptions on the proposed success of the 
NHI.  The results show 80.3% of all the respondents appear uncomfortable with the 
lack of clarity on the NHI and strongly believe that the government is not effectively 
communicating the vision and mission of the NHI to all healthcare providers and 
key stakeholders. A large number of respondents (76%) reported that consultation 
with all relevant stakeholders about the merits and demerits of the NHI was 
inadequate. It is important to be cognisant that a significant 77.7% of respondents 
have no confidence in the management system and intensely perceive that South 
Africa does not possess competent leaders in the public healthcare sector to 
address potential NHI challenges. 
 
The statements regarding the pricing structure of specialists could have elicited 
skewed responses due to response bias. Table 4.1 depicts that medical specialists  
 
Chapter 5: Empirical Results – T-Tests and ANOVAS                                             Page 91 
consisted of 23.6% of the total response rate.  A notable 28.8% of respondents are 
of the opinion that the prices charged by medical specialists are usually not too 
high .Moreover, 41.6% believe that due to their expert skills, medical specialists 
have the right to charge their desired prices for the services they are rendering. 
 
TABLE 5.1: DESCRIPTIVE STATISTICS –TOTAL SAMPLE 
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Q1 I believe the National Health Insurance (NHI) will provide 
permanent universal coverage to all legal residents of South 
Africa 
48.9 31.3 19.7 2.6 1.26 
Q2 Being a publicly funded health insurance plan, I believe the 
people covered by the NHI will be protected financially from 
excessive out-of-pocket healthcare costs 
36.9 32.6 30.5 2.9 1.18 
Q3 Government is effectively communicating the vision and 
mission of the NHI to all healthcare providers and 
stakeholders 
80.3 12.0 7.7 1.8 0.96 
Q4 The NHI will make healthcare more affordable to the general 
South African public 
30.5 28.8 40.8 3.1 1.14 
Q5 The NHI will make healthcare more responsive to the needs 
of the general South African public 
42.5 32.6 24.9 2.8 1.15 
Q6 The NHI is financially sustainable for the country to 
purchase health services for the entire population 
80.3 14.2 5.6 1.7 0.96 
Q7 The NHI will provide improved access to quality health 
services for all South Africans 
49.4 32.6 18.0 2.5 1.16 
Q8 Under the NHI it would be good if healthcare providers in 
the private sector be able to claim tax rebates for rendering 
services in the public sector 
18.5 21.5 60.1 3.6 1.21 
Q9 Under the NHI it would be good for healthcare providers in 
the private sector to be able to obtain CPD (Continued 
Professional Development) points for rendering services in 
the public sector 
21.0 18.5 60.5 3.6 1.32 
Q10 The NHI will succeed in addressing human resource 
shortages in the public hospitals and clinics 
56.7 23.2 20.2 2.4 1.23 
Q11 The NHI will improve the co-operation (partnerships) 
between public and private sector healthcare providers 
33.9 36.5 29.6 2.9 1.09 
Q12 The NHI will improve reciprocal trust between public and 
private sector healthcare providers 
42.9 36.9 20.2 2.7 1.06 
Q13 The implementation of the NHI will have a positive effect on 
the profitability of medical aid schemes 
55.8 30.9 13.3 2.3 1.03 
Q14 The NHI will contribute to the improvement of training 
facilities at South African public sector medical schools 
39.1 33.5 27.5 2.8 1.15 
Q15 The NHI will create more opportunities for mentorship and 
coaching programmes directed at achieving superior health 
outcomes for the South African population 
36.1 33.5 30.5 2.9 1.09 
Q16 The NHI will strengthen governance structures and 
accountability mechanisms in the South African public 
health system 
54.9 27.9 17.2 2.5 1.11 
Q17 South Africa has competent leaders in the public healthcare 
sector  to address potential NHI challenges 
77.7 14.2 8.2 1.8 0.99 
Q18 Improvement and re-engineering of public hospitals is key to 
NHI success 
6.9 11.6 81.5 4.3 1.02 
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TABLE 5.1: DESCRIPTIVE STATISTICS –TOTAL SAMPLE CONTINUED 
 
Q19 The NHI will improve administrative efficiency and 
transparency in the public healthcare sector 
56.7 27.5 15.9 2.4 1.05 
Q20 The NHI will mobilise enough financial resources to support 
and strengthen the public healthcare sector  
63.5 27.9 8.6 2.2 1.00 
Q21 The NHI will make a significant contribution to increasing the 
life expectancy of the South African population 
31.8 42.1 26.2 2.9 1.09 
Q22 The NHI will make a significant contribution to decreasing 
maternal and child mortality 
24.5 42.9 32.6 3.0 1.08 
Q23 The NHI will make a significant contribution to combatting 
HIV and AIDS 
33.9 28.2 27.9 2.9 1.13 
Q24 The NHI will make a significant contribution to decreasing 
the burden of tuberculosis and associated diseases 
35.2 39.5 25.3 2.8 1.12 
Q25 Consultation with all relevant stakeholders about the merits 
and demerits of the NHI was adequate 
76.0 20.6 3.4 1.8 0.88 
Q26 The NHI will be a financial burden on South African 
taxpayers 
13.7 8.2 78.1 4.1 1.22 
Q27 The pooling of public and private resources such as 
finances, human resources, physical infrastructure and 
equipment will ensure the sustainability of the NHI 
36.1 36.5 27.5 2.8 1.14 
Q28 The NHI will reduce social polarisation and ultimately 
improve the quality of life of all South Africans 
34.8 38.6 26.6 2.9 1.08 
Q29 Public-private partnerships, as envisaged by the NHI, will 
address challenges with regard to investment in 
infrastructure projects in public hospitals  
22.8 46.4 30.9 3.1 0.98 
Q30 Public-private partnerships, as envisaged by the NHI, will 
contribute to the recruitment and retention of health workers 
in the public sector 
30.0 43.8 26.2 2.9 1.03 
Q31 The NHI will improve the patient referral system between 
the private and public hospitals 
25.8 33.9 40.3 3.2 1.09 
Q32 The implementation of the NHI will have a positive effect on 
the sustainability of medical aid schemes 
54.5 31.8 13.7 2.4 1.08 
Q33 The success of the NHI will depend on the strategic 
purchasing of healthcare services through open tender 
processes 
24.5 36.1 39.5 3.2 1.13 
Q34 As a commodity to be sold, health care prices should be 
determined by supply and demand for services 
28.8 29.6 41.6 3.1 1.19 
Q35 The NHI will lead to the improvement of service delivery in 
public hospitals 
40.3 32.2 27.5 2.8 1.13 
Q36 The regulation of the private health sector as envisaged by 
NHI will make private healthcare institutions unprofitable 
19.7 31.3 48.9 3.4 1.13 
Q37 I believe the prices charged by medical specialists are 
generally too high 
28.8 18.0 53.2 3.4 1.39 
Q38 Due to their expert  skills, medical specialists have the right 
to charge their desired prices for the services they offer 
32.2 26.2 41.6 3.1 1.30 
Q39 I believe the German model of non-profit making hospitals is 
a viable alternative for South Africa 
29.6 42.9 27.5 2.9 1.17 
Q40 I know of countries in which NHIs similar to ours are 
operating successfully 
52.8 20.6 26.6 2.5 1.27 
Q41 I know of countries in which NHIs similar to ours are 
operating unsuccessfully 
25.8 24.5 49.8 3.3 1.25 
Q42 I support the adoption of the NHI in South Africa 43.8 27.0 29.2 2.7 1.32 
Q43 The NHI will improve the social and economic welfare of all 
South Africans by contributing towards more equitable 
health outcomes  
37.3 32.2 30.5 2.9 1.22 
Average mean, percentage and standard deviation 39.9 29.3 30.6 2.8 1.13 
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Approximately 60% of the participants believe that incentives in the form of tax 
rebates and obtaining CPD for rendering services in the public sector would be an 
appropriate method to engage healthcare workers in the private sector. In excess 
of 50% of the respondents were concerned that the implementation of the NHI will 
have a negative effect on the sustainability of medical aid schemes. Drawing 
comparisons about the projected NHI success, only 29.2% appear optimistic about 
NHI, 43.8% were mostly hesitant with 27% taking a neutral stance.  
 
The survey revealed that on average only a quarter of the participants agreed that 
the introduction of the NHI system would change the current state of healthcare if it 
was implemented in accordance with the focus contained in the NHI Green Paper. 
This result is reflected in the response rate of the following statements, namely the 
NHI will make healthcare more responsive to the needs of the general South 
African public (24.9%), the NHI will make a significant contribution to increasing the 
life expectancy of the South African population (26.2%), the NHI will make a 
significant contribution to decreasing maternal and child mortality (32.6%) ,the NHI 
will make a significant contribution to combatting HIV and AIDS (27.9%) and the 
NHI will make a significant contribution to decreasing the burden of tuberculosis 
and associated diseases (25.3%).The majority of participants (80.3%) were of the 
view that the government is not effectively communicating the vision and mission of 
the NHI to all healthcare providers and stakeholders and that the NHI is not in a 
position to create financially sustainability to purchase health services for the entire 
population. 
 
Table 5.2 exhibits the responses on the perceptions that healthcare workers 
servicing the poor areas of the Nelson Mandela Health District, hold about the 
proposed National Health Insurance system of South Africa. 
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TABLE 5.2 DESCRIPTIVE STATISTICS – POOR SERVICING AREA 
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Q1 I believe the National Health Insurance (NHI) will provide 
permanent universal coverage to all legal residents of South 
Africa 
42.5 36.3 21.3 2.6 1.29 
Q2 Being a publicly funded health insurance plan, I believe the 
people covered by the NHI will be protected financially from 
excessive out-of-pocket healthcare costs 
30.6 33.1 36.3 3.1 1.21 
Q3 Government is effectively communicating the vision and 
mission of the NHI to all healthcare providers and 
stakeholders 
74.4 15.6 10.0 2.0 1.04 
Q4 The NHI will make healthcare more affordable to the 
general South African public 28.8 27.5 43.8 3.2 1.18 
Q5 The NHI will make healthcare more responsive to the needs 
of the general South African public 40.0 30.6 29.4 2.9 1.23 
Q6 The NHI is financially sustainable for the country to 
purchase health services for the entire population 76.3 16.9 6.9 1.8 0.99 
Q7 The NHI will provide improved access to quality health 
services for all South Africans 41.3 38.8 20.0 2.6 1.18 
Q8 Under the NHI it would be good if healthcare providers in 
the private sector be able to claim tax rebates for rendering 
services in the public sector 
20.0 23.1 56.9 3.6 1.23 
Q9 Under the NHI it would be good for healthcare providers in 
the private sector to be able to obtain CPD (Continued 
Professional Development) points for rendering services in 
the public sector 
22.5 17.5 60.0 3.6 1.34 
Q10 The NHI will succeed in addressing human resource 
shortages in the public hospitals and clinics 51.3 25.6 23.1 2.5 1.27 
Q11 The NHI will improve the co-operation (partnerships) 
between public and private sector healthcare providers 30.6 35.6 33.8 3.0 1.12 
Q12 The NHI will improve reciprocal trust between public and 
private sector healthcare providers 41.9 34.4 23.8 2.7 1.13 
Q13 The implementation of the NHI will have a positive effect on 
the profitability of medical aid schemes 54.4 32.5 13.1 2.3 1.05 
Q14 The NHI will contribute to the improvement of training 
facilities at South African public sector medical schools 33.8 31.9 34.4 3.0 1.18 
Q15 The NHI will create more opportunities for mentorship and 
coaching programmes directed at achieving superior health 
outcomes for the South African population 
30.6 33.8 35.6 3.0 1.10 
Q16 The NHI will strengthen governance structures and 
accountability mechanisms in the South African public 
health system 
49.4 30.0 20.6 2.6 1.14 
Q17 South Africa has competent leaders in the public healthcare 
sector  to address potential NHI challenges 71.3 18.1 10.6 2.0 1.07 
Q18 Improvement and re-engineering of public hospitals is key 
to NHI success 6.9 13.1 80.0 4.3 1.05 
Q19 The NHI will improve administrative efficiency and 
transparency in the public healthcare sector 51.9 29.4 18.8 2.5 1.08 
Q20 The NHI will mobilise enough financial resources to support 
and strengthen the public healthcare sector  59.4 29.4 11.3 2.3 1.07 
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TABLE 5.2 DESCRIPTIVE STATISTICS – POOR SERVICING AREA 
CONTINUED 
 
Q21 The NHI will make a significant contribution to increasing 
the life expectancy of the South African population 27.5 41.3 31.3 3.0 1.11 
Q22 The NHI will make a significant contribution to decreasing 
maternal and child mortality 21.9 38.8 39.4 3.2 1.11 
Q23 The NHI will make a significant contribution to combatting 
HIV and AIDS 28.8 38.8 32.5 3.0 1.14 
Q24 The NHI will make a significant contribution to decreasing 
the burden of tuberculosis and associated diseases 30.6 38.1 31.3 3.0 1.15 
Q25 Consultation with all relevant stakeholders about the merits 
and demerits of the NHI was adequate 70.6 25.0 4.4 2.0 0.93 
Q26 The NHI will be a financial burden on South African 
taxpayers 15.6 10.6 73.8 4.0 1.25 
Q27 The pooling of public and private resources such as 
finances, human resources, physical infrastructure and 
equipment will ensure the sustainability of the NHI 
30.6 33.8 35.6 3.0 1.16 
Q28 The NHI will reduce social polarisation and ultimately 
improve the quality of life of all South Africans 35.0 31.3 33.8 3.0 1.13 
Q29 Public-private partnerships, as envisaged by the NHI, will 
address challenges with regard to investment in 
infrastructure projects in public hospitals  
21.3 44.4 34.4 3.2 1.01 
Q30 Public-private partnerships, as envisaged by the NHI, will 
contribute to the recruitment and retention of health workers 
in the public sector 
26.9 43.1 30.0 3.0 1.07 
Q31 The NHI will improve the patient referral system between 
the private and public hospitals 23.1 33.8 43.1 3.3 1.11 
Q32 The implementation of the NHI will have a positive effect on 
the sustainability of medical aid schemes 53.1 31.9 15.0 2.4 1.10 
Q33 The success of the NHI will depend on the strategic 
purchasing of healthcare services through open tender 
processes 
23.1 34.4 42.5 3.2 1.15 
Q34 As a commodity to be sold, health care prices should be 
determined by supply and demand for services 28.1 31.3 40.6 3.1 1.17 
Q35 The NHI will lead to the improvement of service delivery in 
public hospitals 35.0 31.9 33.1 2.9 1.17 
Q36 The regulation of the private health sector as envisaged by 
NHI will make private healthcare institutions unprofitable 20.0 33.8 46.3 3.3 1.11 
Q37 I believe the prices charged by medical specialists are 
generally too high 30.6 17.5 51.9 3.4 1.43 
Q38 Due to their expert  skills, medical specialists have the right 
to charge their desired prices for the services they offer 32.5 28.8 38.8 3.1 1.31 
Q39 I believe the German model of non-profit making hospitals is 
a viable alternative for South Africa 29.4 40.6 30.0 3.0 1.23 
Q40 I know of countries in which NHIs similar to ours are 
operating successfully 50.0 20.6 29.4 2.6 1.32 
Q41 I know of countries in which NHIs similar to ours are 
operating unsuccessfully 27.5 27.5 45.0 3.2 1.26 
Q42 I support the adoption of the NHI in South Africa 35.0 29.4 35.6 3.0 1.33 
Q43 The NHI will improve the social and economic welfare of all 
South Africans by contributing towards more equitable 
health outcomes  
30.6 33.8 35.6 3.0 1.26 
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The analysis of the responses of healthcare workers servicing the poor areas 
indicates that only about 20% of participants with mean scores of 2.6 believe that 
the NHI will provide permanent universal coverage to all legal residents, it will 
provide improved access to quality health services and that it will strengthen 
governance structures and accountability mechanisms in the public health system. 
 
There is a general agreement with mean scores of about 2.0 that the government 
lacks effective communication about the NHI (74.4%), proper consultation with all 
relevant stakeholders about the merits and demerits of the NHI was inadequate 
(70.6%), the NHI is financially sustainable to purchase health services for the entire 
population (76.3%), South Africa lacks competent leaders to address potential NHI 
challenges (71.3%).Furthermore, 80% of the respondents consider that 
improvement and re-engineering of public hospitals is key to NHI success and 73.5 
% are convinced that the NHI will be a financial burden on South African taxpayers, 
both with mean scores of about 4.0. 
 
According to the survey‚ more than half of the respondents were of the opinion that 
implementation of the NHI will have a negative effect on the sustainability of 
medical aid schemes, the NHI will succeed in addressing human resource 
shortages in the public hospitals and clinics, the prices charged by medical 
specialists are generally too high, that there should be tax rebates for private 
providers rendering services in the public sector and that the NHI does not have the 
capacity to improve administrative efficiency and transparency in the public 
healthcare sector. 
 
Table 5.3 illustrates the responses on the perceptions that healthcare workers 
servicing the affluent regions of the Nelson Mandela Health District, hold about the 
proposed National Health Insurance system of South Africa. 
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TABLE 5.3 DESCRIPTIVE STATISTICS – AFFLUENT SERVICING AREA 
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Q1 I believe the National Health Insurance (NHI) will provide 
permanent universal coverage to all legal residents of 
South Africa 
63.0 20.6 16.4 2.2 1.18 
Q2 Being a publicly funded health insurance plan, I believe the 
people covered by the NHI will be protected financially from 
excessive out-of-pocket healthcare costs 
50.7 31.5 17.8 2.6 1.04 
Q3 Government is effectively communicating the vision and 
mission of the NHI to all healthcare providers and 
stakeholders 
93.2 4.1 2.74 1.5 0.71 
Q4 The NHI will make healthcare more affordable to the 
general South African public 
34.3 31.0 34.3 2.9 1.05 
Q5 The NHI will make healthcare more responsive to the 
needs of the general South African public 
48.0 36.9 15.1 2.6 0.91 
Q6 The NHI is financially sustainable for the country to 
purchase health services for the entire population 
89.0 8.2 2.7 1.5 0.82 
Q7 The NHI will provide improved access to quality health 
services for all South Africans 
67.1 19.2 13.0 2.1 1.03 
Q8 Under the NHI it would be good if healthcare providers in 
the private sector be able to claim tax rebates for rendering 
services in the public sector 
15.1 17.8 67.1 3.7 1.17 
Q9 Under the NHI it would be good for healthcare providers in 
the private sector to be able to obtain CPD (Continued 
Professional Development) points for rendering services in 
the public sector 
17.8 20.6 61.6 3.7 1.25 
Q10 The NHI will succeed in addressing human resource 
shortages in the public hospitals and clinics 
68.5 17.8 13.7 2.2 1.09 
Q11 The NHI will improve the co-operation (partnerships) 
between public and private sector healthcare providers 
41.1 38.4 20.6 2.6 0.98 
Q12 The NHI will improve reciprocal trust between public and 
private sector healthcare providers 
45.2 42.5 12.3 2.5 0.88 
Q13 The implementation of the NHI will have a positive effect on 
the profitability of medical aid schemes 
41.1 38.4 20.6 2.2 0.98 
Q14 The NHI will contribute to the improvement of training 
facilities at South African public sector medical schools 
50.7 36.9 12.3 2.5 1.00 
Q15 The NHI will create more opportunities for mentorship and 
coaching programmes directed at achieving superior health 
outcomes for the South African population 
48.0 32.9 19.2 2.6 1.02 
Q16 The NHI will strengthen governance structures and 
accountability mechanisms in the South African public 
health system 
67.1 23.3 9.6 2.2 0.97 
Q17 South Africa has competent leaders in the public healthcare 
sector  to address potential NHI challenges 
91.8 5.5 2.7 1.5 0.73 
Q18 Improvement and re-engineering of public hospitals is key 
to NHI success 
6.9 8.2 84.9 4.3 0.97 
Q19 The NHI will improve administrative efficiency and 
transparency in the public healthcare sector 
67.1 23.3 9.6 2.2 0.95 
Q20 The NHI will mobilise enough financial resources to support 
and strengthen the public healthcare sector  
72.6 24.7 2.7 1.9 0.82 
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TABLE 5.3 DESCRIPTIVE STATISTICS – AFFLUENT SERVICING AREA 
CONTINUED 
 
Q21 The NHI will make a significant contribution to increasing 
the life expectancy of the South African population 
41.1 43.8 15.1 2.6 0.99 
Q22 The NHI will make a significant contribution to decreasing 
maternal and child mortality 
30.1 52.1 17.8 2.8 0.96 
Q23 The NHI will make a significant contribution to combatting 
HIV and AIDS 
45.2 36.9 17.8 2.6 1.07 
Q24 The NHI will make a significant contribution to decreasing 
the burden of tuberculosis and associated diseases 
45.2 42.5 12.3 2.5 0.99 
Q25 Consultation with all relevant stakeholders about the merits 
and demerits of the NHI was adequate 
87.7 10.9 1.4 1.5 0.74 
Q26 The NHI will be a financial burden on South African 
taxpayers 
9.6 2.7 87.7 4.4 1.14 
Q27 The pooling of public and private resources such as 
finances, human resources, physical infrastructure and 
equipment will ensure the sustainability of the NHI 
48.0 42.5 9.6 2.4 0.95 
Q28 The NHI will reduce social polarisation and ultimately 
improve the quality of life of all South Africans 
34.3 54.8 10.9 2.6 0.91 
Q29 Public-private partnerships, as envisaged by the NHI, will 
address challenges with regard to investment in 
infrastructure projects in public hospitals  
26.0 50.7 23.3 2.9 0.88 
Q30 Public-private partnerships, as envisaged by the NHI, will 
contribute to the recruitment and retention of health workers 
in the public sector 
37.0 45.2 17.8 2.7 0.93 
Q31 The NHI will improve the patient referral system between 
the private and public hospitals 
31.5 34.2 34.3 2.9 1.04 
Q32 The implementation of the NHI will have a positive effect on 
the sustainability of medical aid schemes 
57.5 31.5 10.9 2.3 1.04 
Q33 The success of the NHI will depend on the strategic 
purchasing of healthcare services through open tender 
processes 
27.4 39.7 32.9 3.0 1.09 
Q34 As a commodity to be sold, health care prices should be 
determined by supply and demand for services 
30.1 26.0 43.8 3.1 1.26 
Q35 The NHI will lead to the improvement of service delivery in 
public hospitals 
52.1 32.9 15.1 2.4 0.97 
Q36 The regulation of the private health sector as envisaged by 
NHI will make private healthcare institutions unprofitable 
19.2 26.0 54.8 3.5 1.16 
Q37 I believe the prices charged by medical specialists are 
generally too high 
24.7 19.2 56.2 3.4 1.34 
Q38 Due to their expert  skills, medical specialists have the right 
to charge their desired prices for the services they offer 
31.5 20.5 47.9 3.3 1.29 
Q39 I believe the German model of non-profit making hospitals 
is a viable alternative for South Africa 
30.1 47.9 21.9 2.4 1.00 
Q40 I know of countries in which NHIs similar to ours are 
operating successfully 
58.9 20.6 20.6 2.3 1.14 
Q41 I know of countries in which NHIs similar to ours are 
operating unsuccessfully 
21.9 17.8 60.3 3.5 1.21 
Q42 I support the adoption of the NHI in South Africa 63.0 21.9 15.1 2.2 1.15 
Q43 The NHI will improve the social and economic welfare of all 
South Africans by contributing towards more equitable 
health outcomes  
52.1 28.8 19.2 2.6 1.07 
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According to healthcare providers servicing the affluent sections with mean scores 
of 1.5 almost all the respondents perceived that government is not effectively 
communicating the vision and mission of the NHI to all healthcare providers and 
stakeholders (93.2%), proper consultation with all relevant stakeholders about the 
merits and demerits of the NHI was inadequate (87.7%), the NHI is not financially 
sustainable to purchase health services for the entire population (89%) and that 
South Africa lacks competent leaders in the public healthcare sector to address 
potential NHI challenges (91.8%). 
 
In contrast to the healthcare providers from the poorer communities, 63% of 
respondents in the affluent areas are not in favour of the NHI. Moreover, 84.9% of 
the respondents with a mean score of 4.3 view that improvement and re-
engineering of public hospitals is considered pertinent to NHI success.  
 
Over 60% of participants with mean scores of 3.7% asserted that it would benefit 
healthcare providers in the private sector to claim tax rebates for rendering services 
in the public sector, and that the allocation of CPD points for rendering services in 
the public sector would be appropriate. Likewise, with mean scores of 2.2 the 
respondents believe that the NHI will not provide permanent universal coverage to 
all legal residents, healthcare reforms will fail to address human resource shortages 
in the public hospitals and clinics, the NHI will not change the weakened 
governance structures and accountability mechanisms in the public health system, 
it will not improve administrative efficiency and transparency in the public 
healthcare sector and that the reforms will not provide improved access to quality 
health services for all South Africans. 
 
5.3 T-TEST AND ANOVA RESULTS 
 
T-tests and ANOVAs were conducted to determine if there were any significant 
differences amongst the various demographic groups regarding their perceptions 
about the proposed NHI. These analyses answer the research questions four to  
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eleven (see section 1.3.2). The results are summarised in Tables 5.4 to 5.9.  
 
The following research questions were formulated: 
 
i. Do public and private sector healthcare workers differ significantly with 
regard to perceptions of projected NHI success? 
ii. Do gender groups differ significantly with regard to perceptions of projected 
the NHI success? 
iii. Do area groups differ significantly with regard to perceptions of                   
projected NHI success? 
iv. Do age groups differ significantly with regard to perceptions of projected NHI 
success? 
v. Do educational groups differ significantly with regards to perceptions of 
projected NHI success? 
vi. Do occupational groups differ significantly with regard to perceptions of 
projected NHI success? 
vii. Do tenure groups differ significantly with regard to perceptions of projected 
NHI success? 
viii. Do job experience groups differ significantly with regard to perceptions of 
projected NHI success? 
 
5.3.1 Two sample t-test results 
 
To answer the research questions (i) and (ii), two-sample t-tests were conducted.  
The results are reported in Tables 5.4 and 5.5.   
TABLE 5.4: DIFFERENCES BETWEEN PUBLIC AND PRIVATE SECTORS’  
                    PERCEPTIONS OF PROJECTED NHI SUCCESS 
 
T-tests; Grouping: SECTOR Group 1: 2 Group 2: 1 
 Mean 
2 
Mean 
1 
t-value Df p Valid 
N – 2
Valid 
N - 1 
Std.Dev 
– 2 
Std.Dev 
-1 
F-ratio - 
Variances 
p – 
Variances 
NHI 
Success 
2.70 2.89 -1.73 227 0.08* 160 73 0.76 0.83 1.19 0.36 
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The empirical result (p-value* exceeding 0.05) shows that the null hypothesis, that 
there is no significant difference between the sectors with regard to their 
perceptions of projected NHI success, is supported. There is therefore no 
significant difference in the perceptions of the two sectors in this regard. 
 
TABLE 5.5: DIFFERENCES BETWEEN GENDER GROUPS’ PERCEPTIONS OF  
                    PROJECTED NHI SUCCESS  
 
T-tests; Grouping: GENDER Group 1: 1 Group 2: 2
 Mean - 1 Mean - 
2 
t-
value 
df p Valid 
N - 1 
Valid 
N - 2 
Std.De
v. - 1 
Std.D
ev. - 
2 
F-ratio - 
Variances 
p - 
Variances 
NHI 
Success 
2.82 
 
2.66 
 
1.50 
 
230 0.13* 
 
149 83 0.82 0.73 
 
1.26 
 
0.25 
 
The empirical result (p-value* exceeding 0.05) shows that the null hypothesis, that 
there is no significant difference between the gender groups with regard to their 
perceptions of projected NHI success, is supported. There is therefore no 
significant difference in the perceptions of the two gender groups in this regard. 
5.3.2 Analysis of variance (ANOVA) results 
In order to answer the research questions (iii) to (viii) above, ANOVAs were 
conducted.  The results are reported in Tables 5.6 to 5.9. 
TABLE 5.6: DIFFERENCES BETWEEN AREA GROUPS WITH REGARD TO  
                    PERCEPTIONS OF PROJECTED NHI SUCCESS 
 
Univariate Tests of Significance for NHISUC Sigma-restricted parameterization Effective hypothesis 
decomposition 
 SS Degree of Freedom MS F p
Intercept 1729.044 1 1729.044 2925.462 0.000000 
AREA      9.489 2       4.745        8.028 0.000427 
Error  135.938 230       0.591   
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The empirical result (p-value* < 0.001) shows that the null hypothesis, that there is 
no significant difference between the area groups with regard to their perceptions of 
projected NHI success, is rejected. There is therefore a significant difference in the 
perceptions of the area groups in this regard. 
 
TABLE 5.7: DIFFERENCES BETWEEN AGE GROUPS WITH REGARD TO  
                    PERCEPTIONS OF PROJECTED NHI SUCCESS 
 
T-tests; Grouping: AGE Group 1: 3 Group 2: 4 
 Mean 
- 3 
Mean 
- 4 
t-
value 
df p Valid N 
- 3 
Valid N 
- 4 
Std.Dev. 
- 3 
Std.De
v. - 4 
F-ratio - 
Variances 
NHI 
Success  
2.93 2.67 1.73 113 0.09 67 48 0.78 0.80 1.06 0.82 
 
The empirical result (p-value* exceeding 0.05) shows that the null hypothesis, that 
there is no significant difference between the age groups with regard to their 
perceptions of projected NHI success, is supported.  There is therefore no 
significant difference in the perceptions of the various age groups in this regard. 
TABLE 5.8: DIFFERENCES BETWEEN EDUCATIONAL GROUPS WITH   
                    REGARD TO PERCEPTIONS OF PROJECTED NHI SUCCESS 
 
Univariate Tests of Significance for NHISUC Sigma-restricted parameterization Effective hypothesis 
decomposition 
 SS Degree. of - Freedom MS F p
Intercept 247.8117 1 247.8117 394.1594 0.000000 
EDUC     2.4526 5     0.4905      0.7802 0.564879 
Error 142.0883 226     0.6287   
 
The empirical result (p-value* exceeding 0.05) shows that the null hypothesis, that 
there is no significant difference between the educational groups with regard to 
their perceptions of projected NHI success, is supported.  There is therefore no 
significant difference in the perceptions of the different educational age groups in 
this regard. 
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TABLE 5.9: DIFFERENCES BETWEEN OCCUPATIONAL GROUPS WITH   
                    REGARD TO PERCEPTIONS OF PROJECTED NHI SUCCESS 
 
Univariate Tests of Significance for NHISUC Sigma-restricted parameterization Effective hypothesis 
decomposition 
 SS Degree of - Freedom MS F p
Intercept 1084.840 1 1084.840 1728.337 0.000000 
TITLE       3.313 6       0.552       0.880 0.510443 
Error   141.228 225       0.628   
 
The empirical result (p-value* exceeding 0.05) shows that the null hypothesis, that 
there is no significant difference between the occupational groups with regard to 
their perceptions of projected NHI success, is supported.  There is therefore no 
significant difference in the perceptions of the different occupational groups in this 
regard. 
TABLE 5.10: DIFFERENCES BETWEEN TENURE GROUPS WITH   
                      REGARD TO PERCEPTIONS OF PROJECTED NHI SUCCESS 
 
T-tests; Grouping: TENURE  Group 1: 2 Group 2: 4
 Mean 
- 2 
Mean 
- 4 
t-
value 
df p Valid N 
- 2 
Valid N -
4 
Std.Dev. 
- 2 
Std.Dev. 
- 4 
F-ratio - 
Variances 
p –
Variances 
NHI 
Success 
2.74 2.94 -1.19 84 0.24 56 30 0.81 0.66 1.49 0.24 
 
The empirical result (p-value* exceeding 0.05) show that the null hypothesis, that 
there is no significant difference between the tenure groups with regard to their 
perceptions of projected NHI success, is supported.  There is therefore no 
significant difference in the perceptions of the different tenure groups in this regard. 
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TABLE 5.11: DIFFERENCES BETWEEN JOB EXPERIENCE GROUPS WITH   
                      REGARDTO PERCEPTIONS OF PROJECTED NHI SUCCESS 
 
T-tests; Grouping: EXPERI Group 1: 2 Group 2: 4
 Mean 
- 2 
Mean 
- 4 
t-
value 
df p Valid N 
- 2 
Valid N -
4 
Std.Dev. 
- 2 
Std.Dev. 
- 4 
F-ratio – 
Variances 
p –
Variances 
NHI 
Success 
2.65 2.98 -1.73 66 0.09 35 33 0.81 0.79 1.02 0.95 
 
The empirical result (p-value* exceeding 0.05) shows that the null hypothesis, that 
there is no significant difference between the job experience groups with regard to 
their perceptions of projected NHI success, is supported.  There is therefore no 
significant difference in the perceptions of the different job experience groups in this 
regard. 
In summary: With the exception of the area groups, the two-sample t-test and 
ANOVA results reveal that there were no significant differences amongst the 
different demographic groups with regard to their perceptions of projected NHI 
success. Considering health disparities of healthcare provision encountered in the 
current healthcare system, it is important to notice that both the public and private 
sectors have similar perceptions on the projected NHI success.  This means that a 
consensus appears to exist between healthcare providers with regard to critical 
success factors that the South African government needs to consider in the 
implementation of the NHI.  The finding that the geographical area groups differ 
significantly with regard to perceptions of projected NHI success is important and 
will be discussed in the next chapter. 
 
5.4 CONCLUSION  
 
In Chapter 5, the results of the descriptive statistics, two-sample t-tests and 
ANOVAs were reported.  The results seem to indicate the following: 
The descriptive statistics reveal that all the respondents strongly believe that the 
lack of transparency about the NHI could suppress the projected NHI success and  
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that the leadership of South Africa is not effectively communicating the vision and 
mission of the NHI to all healthcare providers and key stakeholders. A large 
number of respondents have the perception that the healthcare leadership is 
incompetent to achieve the objectives of the NHI. An incentive-based approach to 
attract healthcare providers from the private sector seems a viable option to 
alleviate the burden of human resource shortages. In contrast to the poor servicing 
area, a large number of healthcare providers of the affluent areas are not in support 
of the NHI. In the next chapter the empirical results of Chapters 4 and 5 will be 
interpreted in terms of the managerial implications they present for whoever will 
manage the implementation of the NHI. 
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                                              CHAPTER 6 
 
   MANAGERIAL IMPLICATIONS, CONCLUSIONS AND RECOMMENDATIONS 
 
6.1 INTRODUCTION 
  
The primary objective of this study was to contribute to the successful 
implementation of the proposed South African NHI by identifying critical success 
factors that would impact such implementation.  In order to achieve this objective, 
the study set out to do the following: 
 Conduct a literature study to understand the nature, objectives, potential 
benefits and disadvantages of NHIs in other countries and in South Africa;  
 Conduct a mail survey of a sample of managerial representatives of healthcare 
institutions in the Nelson Mandela Healthcare District; 
 Analyse the data; 
 Report, interpret and discuss the empirical results; and 
 Draw conclusions and provide recommendations based on these conclusions. 
 
6.2 SUMMARY OF EMPIRICAL FINDINGS 
 
The empirical results of this study can be summarised as follows: 
- There is a strong belief that consultation with all relevant stakeholders about 
the merits and demerits of the NHI was inadequate  
- The leadership of South Africa is not effectively communicating the vision 
and mission of the NHI to all healthcare providers and key stakeholders.  
- The leadership in the public sector is perceived to be incompetent to achieve 
the objectives of the NHI. 
- There is a perception that the private sector healthcare providers would 
need to be incentivised to assist or join the public sector. 
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- In contrast to the poor servicing area, healthcare providers of the affluent 
areas are in general not supporting the implementation of the NHI. 
- Healthcare providers servicing poor and affluent community areas differ 
significantly with regard to their perceptions about the projected HNI 
success. 
- Other demographic groups within the sample (public versus private sector, 
age, gender, education, occupation, tenure and job experience) do not differ 
significantly with regard to their perceptions about the projected HNI 
success. 
- In both the total sample and poor and affluent healthcare provider samples 
individually, projected benefits for stakeholders (specifically medical aid 
funds), projected benefits for the private sector servicing the public sector 
and requisite leadership skills are all significantly and positively related to 
projected NHI success. 
- Requisite leadership skills are in both the total sample and poor and affluent 
healthcare provider samples individually the strongest related to projected 
NHI success. 
 
The most important among the above-mentioned findings are discussed next in 
terms of the managerial implications they present. The limitations of the study are 
also highlighted and areas for future research are indicated. 
 
6.3 PROJECTED BENEFITS FOR STAKEHOLDERS (MORE SPECIFICALLY    
      MEDICAL AID FUNDS) 
 
The NHI has generated uncertainty amongst medical schemes and their members 
about whether its implementation will contribute to stabilise medical aid costs. The 
challenge that the medical scheme industry is facing is whether the NHI regulations 
will increase profitability, and therefore the sustainability of medical aid schemes. 
With medical aid premiums rising rapidly, only a few South Africans will be able to 
afford private medical insurance. In contrast to the healthcare providers servicing  
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the poorer areas, medical aid schemes play a more prominent role in healthcare 
practices in the affluent sectors of the Nelson Mandela Metropolitan area. 
 
According to McIntyre et al. (2009), there are concerns about the affordability of 
medical aid insurance. At present the most reliable source of healthcare financing 
for the general public is in the form of medical schemes and various hospital cash 
plans. However, it is evident from the literature review that the amalgamations and 
liquidations of medical schemes, both voluntary and involuntary are threatening 
their sustainability. It is therefore important for medical schemes to adapt to the 
needs of the emerging healthcare market with the NHI as a dominant role player. 
To improve cost containment the medical schemes have negotiated fees structures 
with designated service providers to manage healthcare for prescribed minimum 
benefits, through cost effective service delivery. With the population growth that is 
driving healthcare costs, the government should implement similar measures to 
ensure improved quality of care at reduced expenditure in the public sector. 
 
According to the National Department of Health of South Africa (2011a), the 
collapse in the number of medical schemes was mainly due to overpricing of health 
care. According to McIntyre (2010), reimbursements from medical schemes to 
private providers are often not in alignment with the increased fees being charged. 
The National Department of Health of South Africa (2011a) stated that in an 
attempt for the medical aids to sustain their financial viability, many would consider 
increasing premiums. Alternatively the schemes would resort to decreasing 
members’ benefits, which has led to an increasing number of members exhausting 
their benefits mid-year or towards the end of the year. This could have a significant 
negative influence on the profitability of private practices that are predominantly 
rendering services to medical aid patients. 
 
The threat to the sustainability of both the medical schemes and private practices 
has been aggravated by non-health related exorbitant administrator's fees, 
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oversupply of brokers, disproportionate to the membership, and managed care 
costs. Consequently, the increased deductions of medical scheme contributions 
from member's salaries have resulted in wage inflation. The National Department of 
Health of South Africa (2011a) in support of the World Health Organisation argues 
that the above measures have worsened the cost-escalation because of the 
uncontrolled commercialism of healthcare. It stands to reason that there is 
considerable competition between private healthcare providers and the medical 
schemes. If synergy regarding the pricing structure has not been established, it 
could negatively impact the projected success of the NHI. It is therefore the 
responsibility of the government to inspire an extensive debate about creating 
alternative proposals in achieving the objectives of the NHI in a collective manner. 
 
The empirical results stress the importance of transparency and effective 
communication about the principles, policies and practices of the NHI. Furthermore, 
consistent communication in a transparent manner could build confidence within 
the medical aid industry. Effective communication about the merits and demerits of 
the NHI would be critical to the profitability and sustainability of medical aid 
schemes, and therefore have a significant positive influence on projected NHI 
success.  
 
The results of the multiple regression analysis of the total sample indicated that the 
projected benefits for medical aid funds are significantly related to the projected 
success of the NHI (b*=0.29, p<0.001). This indicates that the projected benefits for 
medical aid funds will be an important determinant for the projected success of the 
NHI. According to the respondents in the poor servicing area, the projected benefits 
for medical aid funds scores are strongly related to projected NHI success 
(b*=.031, p< 0.001). In contrast, the opinion of the individuals in the affluent areas 
is that the projected benefits for medical aid funds are not so strongly, but still 
significantly related to projected NHI success (b*=0.24, p<0.05). 
  
The empirical results have further shown that in excess of 50% of all the 
respondents, with a mean score of 2.3, were concerned that the implementation of 
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the NHI will have a negative effect on the sustainability of the medical aid schemes. 
Only about 14% of participants, with a mean score of 2.4, indicated that the 
implementation of the NHI is positively related to the sustainability of medical aid 
schemes. With a mean score of 1.8, the majority of participants believe that the 
government is not effectively communicating the vision and mission. Similarly the 
viewpoint of the participants about the merits and demerits of the NHI were not 
adequately discussed with all healthcare providers and relevant stakeholders.  
 
Above 50% of the respondents of the poor servicing areas, with mean scores of 
2.4, were concerned that the implementation of the NHI will have a negative effect 
on the profitability, and therefore the sustainability of the medical aid schemes. With 
mean scores of 1.9 approximately, 70% of respondent in the poorer communities 
showed that pertaining to the objectives of the NHI the government had 
communicated ineffectively with all relevant stakeholders. About 40% of 
respondents of the affluent servicing areas disagree that the implementation of the 
NHI will have a positive effect on the profitability of medical aid schemes. However, 
almost 60% affluent servicing participants with a mean score of 2.3 believe that the 
NHI will have a negative impact on the sustainability of medical aid schemes. The 
overwhelming majority of healthcare providers of the affluent areas (93%) with a 
mean score of 1.5 categorically state that effective communication was not 
integrated in the strategy to present the NHI to the public.  
 
A critical element that could contribute to the projected NHI success would be to 
utilise the expertise of the medical schemes, which could improve processes and 
deliver high-end medical care through proficient information technology. This could 
drive efficiency and ensure a healthier bottom line for private practices and 
simultaneously reduce costs in the public sector.  
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6.4 PRIVATE SECTOR SERVICING PUBLIC SECTOR 
The private sector could play a pertinent role in achieving the healthcare objectives 
of the National Department of Health. It stands to reason that the recruitment of 
healthcare providers from the private sector to render services at less-resourced 
state facilities is an approach to enhance health outcomes. In view of the 
reluctance of healthcare professionals to relocate to the rural areas where almost 
50% of the South African population lives, as stated in the literature review, the 
strategic purchasing of healthcare through engagement and leveraging of 
healthcare providers in the private sector would be fundamental to the projected 
success of the NHI. Therefore, the participation of healthcare workers from the 
private sector is considered essential to the success of the NHI.  
 
The empirical results reveal that incentives for healthcare workers in the private 
sector in the form of tax rebates and the allocation of CPD points could be an 
approach to persuade private healthcare providers to service the public sector and 
improve the accessibility to healthcare.  Approximately 60% of the respondents with 
a mean score of 3.60 are of the opinion that incentives in the form of tax rebates 
and obtaining CPD for rendering services in the public sector would be an 
appropriate method to engage healthcare workers in the private sector. The 
empirical results indicate that projected benefits for the private sector for servicing 
the public sector are significantly related to the projected success of the NHI. 
(b*=0.19, p<0.001). This means that if the benefits for the private sector for 
servicing public sector are profitable, it will increase the projected NHI success. 
Considering the analysis of geographic significance, both participants from the 
affluent and poor servicing areas perceive that the benefit for the private sector for 
servicing the public sector is an important contributing determinant on projected 
NHI success. 
 
Engaging vigorously with the doctors in private practice should be a key component 
in ensuring the success of the proposed NHI. The South African government has 
set a goal that all medical facilities be fully accredited to render services within five 
years of implementing the NHI system. With a lack of confidence in the public  
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health sector, there could be the challenge of exploitation of services at private 
healthcare facilities from patients registered with the NHI, exacerbating healthcare 
expenditure.  
 
McLeod (2008) categorically argues that reimbursement methods for services 
rendered should take the form of capitation, where healthcare providers are 
remunerated a fixed amount in advance for all the lives covered, whether in good 
health or in need of treatment, instead of paying a fee for every visit or service 
rendered. Government should have an incentive policy for healthcare in the private 
sector based on competitive remuneration, agreed performance targets and strong 
accountability standards. Reimbursements to healthcare providers should be linked 
to what will add direct value to the private practice with increased sustainable 
profitability.  
 
The approach to successful health outcomes in New Zealand and Australia is that, 
with most specialists in private practice, they are also rendering a service in state 
hospitals, billing the government accordingly. The South African NHI could 
formulate similar partnerships with specialists, and with registrars assisting the 
specialist in private practice, giving incentives in the form of tax relief or a nominal 
salary for sessions worked in public hospitals (Shipley, 2010).Integrating the Public-
Private Partnerships into the NHI will assist to synchronize workflows and improve 
collaborations across primary healthcare clinics and hospitals. This could result in 
shorter waiting times, increasing patient throughput with subsequent higher patient 
satisfaction. Furthermore, the availability of medical specialists from the private 
sector could reduce medical errors, enabling optimal clinical outcomes and 
ultimately creating cost-effective healthcare.  
 
6.5 THE REQUISITE STRATEGIC LEADERSHIP FOR NHI SUCCESS 
 
Good leadership, stewardship and management of health and related services are 
crucial to achieving health for all.  Coovadia at el. (2009) corroborate this viewpoint, 
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stating that the public health system in South Africa has been transformed into an 
integrated, comprehensive national service, but failures in leadership and 
stewardship, and weak management have led to inadequate implementation of 
what are often good policies. 
 
Having determined that healthcare providers acknowledge their ambiguity towards 
the proposed success of the NHI, it was essential to investigate their perceptions 
vis-à-vis the implementation of the NHI. The empirical results emanating from the 
multiple regression analysis of the total sample depict the strong positive 
relationship of requisite strategic leadership with projected NHI success (b*=0.49, 
p<0.001).This highlights the importance of competent and effective leadership to 
increase the projected NHI success. The empirical results further indicate that all 
the respondents in this sample regard strategic leadership as very important to 
achieve NHI success. 
 
The study undoubtedly specifies that considerable efforts were not made by 
government to do proper consultation with healthcare providers to share their 
knowledge and experiences about successes and failures in implementing 
measures for building capability in the health sector. According to the respondents 
the government should communicate the vision and mission of the NHI more 
effectively to all healthcare providers and relevant stakeholders. This is suggestive 
that South Africa is in need of capable leadership to address potential NHI 
challenges. The respondents of the total sample enforce this view with 77.7% and a 
mean score of 1.8 disagree that South Africa has competent leadership in the 
public sector to enable successful implementation of the NHI. It is evident that both 
the respondents of the affluent and poor areas agree regarding the lack of 
competent leadership in the public sector. However, 92% of healthcare workers in 
the affluent area with a mean score of 2.0 agree that the healthcare sector lacks 
competent leadership, in comparison with only 71% from the poor servicing area 
with a mean score of 1.5. Clear communication about the merits and demerits of 
the NHI and interaction from leadership with healthcare workers and managers  
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about the NHI vision and goals will indeed diminish misconceptions of the NHI. The 
government should present symposiums frequently to create a platform for 
dialogue where academics and key role players within the industry participate in 
facilitating the proposed success of the NHI. The empirical evidence asserted from 
the investigation will allow government to deliberate on whether healthcare 
providers, the private sector in particular, are strategic partners or competitors 
towards successful implementation of the NHI.  
 
Leadership is fundamental in sustaining the support for policy change in healthcare. 
Andrews and Pillay (2005) state that political leaders and managers in the 
healthcare sector must clearly establish and then promote a vision for policy 
change that will capture the imagination of front line healthcare workers. This would 
require greater empowerment of leaders at health district levels that will develop 
implementation programmes to drive the change agenda. Agyepong and Adjei 
(2007), referring to healthcare reforms by Ghana in 2001, cautioned that the failure 
to identify at an early stage and deal effectively with political challenges could result 
in technical difficulties in implementing a national health policy. It is therefore 
imperative for leadership to acquire and make accessible a strategic, evidence-
informed scientific approach on how to deal with technical challenges to effectively 
transform a country’s health sector.  
 
The empirical finding of the research suggests that leadership should reciprocate 
the commitment from healthcare workers that will contribute to the envisaged 
success of the NHI. It is important for leadership to allow all levels of employment 
to participate in the strategic direction of the NHI, hence creating a flattened 
organisational structure. This will create corporate citizenship behaviour which will 
enable healthcare workers to take ownership of the objectives of the NHI. Harrison 
(2009) suggests that a commitment from senior manager- leaders to visit health  
facilities at least once a month to create a shared vision and provide a motivating 
working environment could rebuild a sense of common purpose amongst workers. 
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Harrison (2009) further argues that a mechanism for leadership development and 
public innovation in the health sector should be introduced. The backing of senior 
provincial management to participate at district level would be able to provide 
horizontal support to the district management team and health workers at facility 
level. It could be argued that there is an inherent lack of mentorship and coaching 
of interns and inexperienced healthcare providers. The support of trainee medical 
staff in the workplace through a pragmatic approach to mentoring and coaching will 
have a positive influence on people to create superior health outcomes. Leadership 
development in the healthcare industry is important to create a suitable working 
environment and a shared vision of NHI. Leadership development programmes 
could create support and guidance for healthcare workers, which in turn would 
contribute to consistency and effectiveness in the working environment. Leaders 
whose competency levels are adequately developed are able to address NHI 
challenges and will succeed in adding value to the healthcare industry. 
 
The focus on strengthening corporate governance structures and accountability 
mechanisms within the public health system is fundamental to the success of the 
NHI. Marmor, Oberlander and White (2009) suggest that  strong government 
leadership is required for effective cost control by setting explicit targets or 
restraints for spending in the various sectors of medical care (hospital, 
pharmaceutical, and physicians), either directly or through insurers. The empirical 
results support this view with a mean score of 2.43 signifying that strong leadership 
would play a significant role in improving administrative efficiency and transparency 
in the public healthcare sector. Capable leadership under the NHI would able to 
efficiently mobilize and control key financial resources to support the strengthening 
of the strained public sector. Strong leadership development will annihilate 
corruption, inefficiency and mismanagement of funds under the NHI. 
 
According to the Commission on Social Determinants of Health (2008) access to 
and utilization of health care is essential to good and equitable health. They further 
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emphasised that leaders in health care have a vital stewardship role across all 
sectors of society to guarantee that policies and actions in other areas enhance 
health equity. Therefore, strong leadership could make a laudable contribution 
towards building a secure, competent and sustainable health workforce in South 
Africa. 
 
6.6 CONTRIBUTION OF THE STUDY  
 
Although the study is based on a relatively big sample, it cannot be claimed that the 
sample is representative of the entire medical fraternity.  The study has however 
identified three important factors that would play a role in the success of the NHI 
when it is implemented. The study also highlighted general perceptions of health 
workers on the envisaged benefits and shortcomings of the NHI. This is an 
important contribution against the background of a lack of research done in South 
Africa on the NHI.  It is recommended that this study be replicated in the other 
provinces in South Africa, so that informed decisions and actions can be taken in 
the implementation of the NHI.  It is further recommended that more rigorous 
statistical analyses be conducted in order to unearth information not highlighted in 
this study. 
 
6.7 CONCLUSION 
 
The purpose of this study was to make a contribution to the successful 
implementation of the proposed South African NHI by investigating critical success 
factors that would impact such implementation. The study identified the following 
factors that are critical for the successful implementation of the NHI in South Africa:  
 
- the projected benefits for stakeholders and specifically medical aid funds; 
- projected benefits for the private sector servicing public hospitals and clinics; 
and 
- the requisite strategic leadership 
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The study also identified the following areas of concern to South Africa health 
workers with regard to the NHI.  Healthcare workers appear uncomfortable with the 
lack of clarity on the NHI and strongly believe that the government is not effectively 
communicating the vision and mission of the NHI to all healthcare providers and 
key stakeholders. They believe that consultation with all relevant stakeholders 
about the merits and demerits of the NHI was inadequate. It is important to be 
cognisant that healthcare providers have no confidence in the management system 
and intensely perceive that South Africa lacks competent leaders in the public 
healthcare sector to address potential NHI challenges. Furthermore, they consider 
that the NHI is not financially sustainable to purchase health services for the entire 
population and that improvement and re-engineering of public hospitals is 
considered pertinent to NHI success. Healthcare workers believe that incentives in 
the form of claiming tax rebates would benefit healthcare providers in the private 
sector for rendering services in the public sector, and that the allocation of CPD 
points for rendering services in the public sector would be appropriate. A challenge 
to the proposed NHI success is whether the government could harness ethical 
leadership through effective governance. If the South African government 
enhances or improves in these areas/variables, the successful implementation (or, 
at least, acceptance) of the NHI will be significantly enhanced. 
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ANNEXURE 1: COVERING LETTER FOR DATA COLLECTION 
 
Dear Respondent  
I am studying towards my MBA (Masters in Business Administration) degree at the Nelson 
Mandela Metropolitan University Business School.  I am conducting research on the 
perceptions that healthcare workers hold about the proposed National Health Insurance 
(NHI) system of South Africa. I believe that my study will make an important contribution to 
an increased understanding of the viability of the proposed NHI. 
You are part of our selected sample of respondents whose views we seek on the above-
mentioned matter.  We would therefore appreciate it if you could answer a few questions. 
It should not take more than fifteen minutes of your time and we want to thank you in 
advance for your co-operation. 
There are no correct or incorrect answers. Please answer the questions as accurately as 
possible. For each statement, tick the number which best describes your experience or 
perception.  For example, if you strongly agree with the statement, tick the number 5.  If 
you strongly disagree with the statement, tick the number 1.  Tick only one answer for 
each statement and answer all questions please.  We guarantee your complete 
confidentiality and anonymity. 
Please note also that your participation in this study is entirely voluntary and that 
you have the right to withdraw from the study at any stage.  Your participation in 
the study therefore indicates verbal consent. 
Thank you very much.  
Dr. Gareth Cortje 
Contact details: St Bridget Street, West End, Port Elizabeth 6059.PO Box 17093, Saltville, 
6058. Email drcortje@mweb.co.za tel: 0414821215 cell: 0844325831   
To verify the authenticity of the study, please contact Prof CA Arnolds at 041-5043825 and 
cecil.arnolds@nmmu.ac.za. 
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ANNEXURE 2: MEASURING INSTRUMENT 
 
 
 
SECTION A 
 
No. Statement Strongly_______________  Strongly disagree                                 agree        
1 
I believe the National Health Insurance (NHI) will provide 
permanent universal coverage to all legal residents of South 
Africa 
1 2 3 4 5 
2 
Being a publicly funded health insurance plan, I believe the 
people covered by the NHI will be protected financially from 
excessive out-of-pocket healthcare costs 
1 2 3 4 5 
3 
Government is effectively communicating the vision and 
mission of the NHI to all healthcare providers and stakeholders 
1 2 3 4 5 
4 
The NHI will make healthcare more affordable to the general 
South African public 
1 2 3 4 5 
5 
The NHI will make healthcare more responsive to the needs of 
the general South African public 
1 2 3 4 5 
6 
The NHI is financially sustainable for the country to purchase 
health services for the entire population 
1 2 3 4 5 
7 
The NHI will provide improved access to quality health 
services for all South Africans 
1 2 3 4 5 
8 
Under the NHI it would be good if healthcare providers in the 
private sector were able to claim tax rebates for rendering 
services in the public sector 
1 2 3 4 5 
9 
Under the NHI it would be good for healthcare providers in the 
private sector to be able to obtain CPD (Continued 
Professional Development) points for rendering services in the 
public sector 
1 2 3 4 5 
10 
The NHI will succeed in addressing human resource shortages 
in the public hospitals and clinics 
1 2 3 4 5 
11 
The NHI will improve the co-operation (partnerships) between 
public and private sector healthcare providers 
1 2 3 4 5 
12 
The NHI will improve reciprocal trust between public and 
private sector healthcare providers 
1 2 3 4 5 
 
Chapter 6: Managerial Implications, Conclusions and Recommendation                Page 132    
13 
The implementation of the NHI will have a positive effect on 
the profitability of medical aid schemes 
1 2 3 4 5 
14 
The NHI will contribute to the improvement of training facilities 
at South African public sector medical schools 
1 2 3 4 5 
15 
The NHI will create more opportunities for mentorship and 
coaching programmes directed at achieving superior health 
outcomes for the South African population 
1 2 3 4 5 
16 
The NHI will strengthen governance structures and 
accountability mechanisms in the South African public health 
system 
1 2 3 4 5 
17 
South Africa has competent leaders in the public healthcare 
sector  to address potential NHI challenges 
1 2 3 4 5 
18 
Improvement and re-engineering of public hospitals is key to 
NHI success 
1 2 3 4 5 
19 
The NHI will improve administrative efficiency and 
transparency in the public healthcare sector 
1 2 3 4 5 
20 
The NHI will mobilise enough financial resources to support 
and strengthen the public healthcare sector  
1 2 3 4 5 
21 
The NHI will make a significant contribution to increasing the 
life expectancy of the South African population 
1 2 3 4 5 
22 
The NHI will make a significant contribution to decreasing 
maternal and child mortality 
1 2 3 4 5 
23 
The NHI will make a significant contribution to combatting HIV 
and AIDS 
1 2 3 4 5 
24 
The NHI will make a significant contribution to decreasing the 
burden of tuberculosis and associated diseases 
1 2 3 4 5 
25 
Consultation with all relevant stakeholders about the merits 
and demerits of the NHI was adequate 
1 2 3 4 5 
26 
The NHI will be a financial burden on South African taxpayers 1 2 3 4 5 
27 
The pooling of public and private resources such as finances, 
human resources, physical infrastructure and equipment will 
ensure the sustainability of the NHI 
1 2 3 4 5 
28 
The NHI will reduce social polarisation and ultimately improve 
the quality of life of all South Africans 
1 2 3 4 5 
29 
Public-private partnerships, as envisaged by the NHI, will 
address challenges with regard to investment in infrastructure 
projects in public hospitals  
1 2 3 4 5 
30 
Public-private partnerships, as envisaged by the NHI, will 
contribute to the recruitment and retention of health workers in 
the public sector 
1 2 3 4 5 
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No. Statement Strongly_______________  Strongly disagree                                 agree        
31 
The NHI will improve the patient referral system between the 
private and public hospitals 
1 2 3 4 5 
32 
The implementation of the NHI will have a positive effect on 
the sustainability of medical aid schemes 
1 2 3 4 5 
33 
The success of the NHI will depend on the strategic 
purchasing of healthcare services through open tender 
processes 
1 2 3 4 5 
34 
As a commodity to be sold, health care prices should be 
determined by supply and demand for services 
1 2 3 4 5 
35 
The NHI will lead to the improvement of service delivery in 
public hospitals  
1 2 3 4 5 
36 
The regulation of the private health sector as envisaged by 
NHI will make private healthcare institutions unprofitable 
1 2 3 4 5 
37 
I believe the prices charged by medical specialists are 
generally too high  
1 2 3 4 5 
38 
Due to their expert  skills, medical specialists have the right to 
charge their desired prices for the services they offer 
1 2 3 4 5 
39 
I believe the German model of non-profit making hospitals is a 
viable alternative for South Africa 
1 2 3 4 5 
40 
I know of countries in which NHIs similar to ours are operating 
successfully  
1 2 3 4 5 
41 
I know of countries in which NHIs similar to ours are operating 
unsuccessfully 
1 2 3 4 5 
42 
I support the adoption of the NHI in South Africa 1 2 3 4 5 
43 
The NHI will improve the social and economic welfare of all 
South Africans by contributing towards more equitable health 
outcomes  
1 2 3 4 5 
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SECTION B 
 
CLASSIFICATION DATA: 
 
 Please make a cross (X) or enter the relevant information in the blocks provided. 
 
GENDER:             Male                                          Female
  
AGE GROUP: 
 
 Please indicate whether you are employed in the private or public sector: 
 
 SECTOR:  Public                  Private     
 
                   
  
Please indicate your highest educational 
qualification  
 
 
 
Please indicate your JOB TITLE: 
(Director, Deputy-director, Senior Manager, 
etc.) 
 
   
For HOW LONG have you been working at your current place of employment (in years?) 
less than 5 years 5 – 9 10 – 14 15 – 19 20 +
 
  How many years of EXPERIENCE have you got in your job or profession? 
less than 5 years 5 – 9 10 – 14 15 – 19 20 +
 
Please indicate in which area in the Metropole you are working:    
(southern, western, northern, eastern, etc.)       
 
 
THANK YOU VERY MUCH FOR YOUR KIND CO-OPERATION! 
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20 – 29 30 – 39 40 – 49 50 – 59 60+ 
  
 
 
